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Royal Commission on the Law relating 
to Mental Illness and Mental Deficiency 



APPENDIX TO MINUTES OF EVIDENCE 



MEMORANDUM SUBMITTED BY DR. RICHARD ASHER, M.D., F.R.C.P. 

Mental Observation Wards 

Why I am interested 

1. Though a general physician mainly interested in general medicine, endocrinology 
and haematology, I have for twelve years been in charge of a mental observation ward 
at the Central Middlesex Hospital. Each year about 700 cases pass through this 
ward so I have seen about 8,000 cases. My especial interest has been in sorting out 
those cases with physical illness causing (or contributing to) their mental symptoms,* 
and also in dealing with those cases of temporary mental upset who will recover after 
a few days in the observation ward. 

Method of admission 

2. Almost all these patients are admitted under Section 20 by an authorised officer 
(on a three-day order) and sometimes detained for a further period (under Section 
21A) on a 14-day order signed by me or my assistants. Some of them are people 
from the general side of the hospital who develop psychotic symptoms, but the majority 
are sent in from their homes in the district. 

The function of an observation ward 

3. Officially (see paragraph 48 of First Day of Evidence) an observation ward is 
“ part of a hospital designated by the Minister for the reception of patients for short 
periods in emergency at the instance of a duly authorised officer ” and the official duty 
of the doctor “ to examine the physical condition and record it in the register ”, 

4. I think Section 20 was written in the days when mental illness was none of the 
doctor’s business, and the mental observation ward a place where a mental case 
could be housed in emergency until a magistrate could be brought to see it. Naturally, 
with cases admitted to my ward I have been unable to confine myself merely to 
recording their physical condition in a register, but have taken an active interest in 
the diagnosis and management of both their mental and their physical condition. 
I would like to set out here some of the advantages of this “ designated part of a hospital ” 
being regarded as an observation ward and not purely as “ for the reception of patients 
in emergency 

The value of an observation ward 

5. An observation ward attached to a general hospital is quite invaluable for these 
reasons : — 

6. People admitted there realise they are in a general hospital, not a mental hospital, 
and hence feel less of the stigma of being mental cases. 

7. It is a good thing if cases admitted to mental hospitals have first passed through 
a mental observation ward and been screened by a general physician. The psy- 
chiatrist in a mental hospital usually welcomes the case arriving with a provisional 
opinion from the consultant in charge (we send a photostat copy of our observation 
ward notes to the mental hospital). The chance of patients avoiding unnecessary 
admission to mental hospitals is increased because of the double check on their 
deservingness for such admission — the physician in charge of the observation ward 
is one check, and the visiting doctor and magistrate the other. 



* Described in a paper read on January 11th, 1954, at the Medical Society of London 
and published in Vol. 70 of Transactions of The Medical Society. 
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8. Many cases with general medical or surgical illnesses may develop secondary 
mental symptoms — the delirious pneumonias, the head injuries, the cerebral tumours 
and many others. If there is a mental observation ward attached to a hospital these 
people can continue their treatment under the doctors that know their case, without 
being transferred to a mental hospital. It is also most beneficial to the other patients 
in a general ward if their mentally disturbed fellows can temporarily be moved out of 
the general wards. 

9. Facilities for laboratory investigations and consultant medical and surgical 
opinion being more easily available at a general hospital, investigation and treatment 
of physical causes of mental illness can be conveniently carried out there. 

10. If there are mental observation wards in a general hospital the unfortunate 
compartmentation of medical from psychiatric work is lessened, particularly if an 
appointment (such as that which I hold) is established where one man has charge both 
of general medical and mental observation cases. 

1 1 . I always have a firm of students attached to my unit. For teaching purposes 
a mental observation ward is invaluable. The assessment of the acute psychotic case 
and the early detection of organic causes for mental illness is just what is useful to 
practitioners and that is just the sort of case we deal with in an observation ward. 

12. When a patient in a mental hospital develops a physical illness he can be 
transferred to a general hospital for investigation and treatment if there is a mental 
observation ward where he can stay. Also pregnant women with mental illness can 
be received during their confinement. 

13. Where the assessment of a suspected case of mental illness is difficult it is far 
easier to judge the patient if he is under continuous observation for a day or so, rather 
than try and decide at a short interview in his home. In an observation ward we 
sec the patient eating, dressing, talking to his fellow patients and the nurses and so 
on. A fair decision as to his sanity is hence the more easily made. 



Difficulties of the present law 

14. 1 cannot admit cases to my own mental observation ward, however deserving 
1 think them. The authorised officers may refuse to admit cases I want in. 

15. A patient may be seen by the visiting magistrate and doctor and he certified 
soon after admission before I have visited him. I may want to keep the case for a 
few days’ observation and investigation, but then I may not legally do so (except by 
pronouncing him too ill to be moved), 

16. 1 can issue a 14-day order (Section 21 A) and keep the patient in my ward for a 
fortnight, but if I want to keep a patient longer than that (for instance when I am 
treating myxoedema or dementia paralytica) 1 have no legal way of doing so. Also 
1 have to issue the order before the visiting doctor and magistrate have seen the case. 
I cannot issue a 14-day order except when the authorised officer has first issued a 
three-day order. 

17. If a man on the general wards becomes suddenly violent and psychotic I have 
to telephone the authorised officer and wait till he comes before I may transfer him 
to my mental observation ward. If, because of the emergency, I take matters into my 
own hands and move the case over and then ask the authorised officer to visit him 
there, he may refuse to issue an order (technically the authorised officer cannot admit 
a case to a place where he is already admitted). The authorised officer may demand 
(even if the patient is acutely ill) that he be moved out of the ward into the open air 
(outside the designated area) before he will issue an order. 



Some observations on the authorised officer system 

18. I want to make it clear that I am criticising the system rather than the officers 
themselves. 
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19. Authorised officers are not required to have any special education, training or 
qualification, though in actual practice they often obtain quite a high level of efficiency. 
They have a very large measure of power and responsibility. 

20. Quite often the authorised officer will not issue an order when a doctor wants 
a case admitted. Reasonably enough, he may hesitate to take this responsibility if 
he cannot satisfy himself as to the patient’s unsoundness of mind. It may be that 
the mental symptoms are momentarily in abeyance when the authorised officer comes, 
it may be that he fails to elicit a well concealed delusion, or it may be that the patient 
has attempted suicide and so is comatose. Now if a patient is unconscious from 
barbiturate poisoning and there is a suicidal note and a previous history of melancholia, 
then I am satisfied that he ought to be in an observation ward ; but an authorised 
officer may say, “ How can I pass an opinion on his sanity when he cannot talk ? ” 
In practice, if such patients are in a general ward they make further suicidal attempts 
on coming round and usually they are in a kind of drunken confused state from the 
drug while its effects are wearing off — liable to try jumping out of the window and 
noisy and irrational enough to disturb other patients. 

21. In mental work a full history of past and family mental illness as well as details 
of recent physical illness is essential. This history is usually taken by the authorised 
officer because he sees the patient’s neighbours, relatives and family doctor before 
bringing the patient in. Naturally, as authorised officers have no official, medical or 
psychiatric training the standard of such histories varies very greatly, nor is there any 
obligation on them to provide anything more than their reasons for considering the 
patient of unsound mind. 

22. The authorised officer is in no way responsible to the doctor in charge of the 
mental observation ward, as a house physician or registrar is. He is appointed by 
the local authority and nothing to do with the hospital. 

23. I cannot help thinking that some patients who are interviewed by an authorised 
officer may feel dissatisfied that their mental health is being assayed by a man of no 
special medical, psychiatric or general standing. In practice most patients consider 
(in error) they have been seen by a psychiatrist and are quite satisfied. 

24. Because the authorised officer has the final say as to whether a case is to be 
admitted practitioners take less interest in the appraisal of their mental cases than 
they otherwise might, and refer their patients to the authorised officer as for a 
consultant opinion. 

25. Authorised officers seeing patients in their own homes often have to make the 
decision whether a patient should go to a mental hospital as a voluntary or a certified 
patient — a decision of great responsibility and requiring much experience and skill. 
Perhaps this decision would be better in the hands of one with more medical and 
psychiatric experience. 

Suggested reforms 

26. I consider that any of the hospital medical staff should be able to issue three-day 
orders, and also that it should be made possible for 14-day orders to be issued on 
patients in hospital, even if they had not been admitted on authorised officers three-day 
orders. I suggest that authorised officers should not have to take the responsibility 
of issuing orders. Their duties could be taken over by people with special training, 
such as psychiatric social workers, who could be responsible to the physician m charge 
of a mental observation ward. 

27. Authorised officers would still be needed to bring in acutely psychotic cases to 
the mental observation ward, but the decision whether to admit them or not should 
be left to the discretion of the hospital medical staff, just as it is when a medical or 
surgical case is sent up for admission. 

28. I think it would be of benefit to the mental health service if all cases were 
admitted via mental observation wards, because organic disease can be more easily 
filtered off there, accurate appraisal of the mental status established and correct 
grading into temporary, voluntary and certified patients made. 
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MEMORANDUM* SUBMITTED BY DR. T. C. N. GIBBENS, M.B.E., M.D., 
D.P.M., DR. D. A. POND, M.D., D.P.M., AND DR. D. STAFFORD -CLARK, 
M.D., D.P.M. 

A Follow-up Study of Criminal Psychopaths 

1. In 1948 two of us (D. S-C. and D.A.P.) undertook the study of a number of 
criminal psychopaths and ordinary criminals in prison by clinical and EEG methods. 
The psychopaths were contrasted with a number of ordinary prisoners selected at 
random, but balanced with regard to age and nature of offence. The results were 
published in this journal in 1951.C 1 ) The chief object of the clinical study was to 
establish criteria which would allow the vexed diagnosis of psychopathic personality 
to be made with greater uniformity and precision. The psychopaths were selected 
initially by two experienced prison medical officers and were only accepted finally if 
the diagnosis was fully justified. Subsequent analysis showed that the clinical and 
historical features which most clearly differentiated the psychopath were, in order of 
frequency : — failure to respond to punishment or to appeals, rebellion against parents, 
repeated convictions, poor employment record, a lack of plans or of goals, hostility 
to his father, expulsion or truancy from school. 

2. The problem of prognosis, however, is second in importance only to that of 
diagnosis. A great deal of actual or proposed legislation in the world is based upon 
the belief that psychopathy is virtually unalterable, at least for many years, although 
this belief has been based only upon general clinical experience.^) One of us (T.C.N.G.) 
therefore suggested that he should carry out a follow-up investigation, the results of 
which are given below. At the request of the Prison Commission, the Criminal 
Record office has kindly supplied details of the subsequent convictions of the psycho- 
paths and controls during the five years 1949-53. In some cases the records extend 
to the middle of 1954. 

3. The advantage of this study is that it refers to psychopaths who have been selected 
upon severe standards. When the original case-sheets were re-examined, however, 
it was found that in 18 cases the diagnostic formulation contained an element of doubt, 
e.g., “ borderline psychopath ”, “ not fully fledged ”, “ hardly acceptable ”, etc. 
Study of their records showed that their behaviour -was in fact intermediate between 
that of the controls and the psychopaths. These 18 “ borderline ” cases have there- 
fore been removed. The following data refers therefore to 56 controls and 69 psycho- 
paths whose subsequent records are available. 

• 4. The presentation of criminal records in a systematic way is always difficult. 
The number of offences has to be shown, but also their gravity as indicated by the 
sentence. In this case there is a further difficulty that psychopaths frequently have 
many previous convictions, and the five years in question followed the passage of 
the Criminal Justice Act, when the new sentences of corrective training and preventive 
detention were being used freely for persistent offenders. A sentence of seven years’ 
preventive detention may be given to a persistent offender for an act of housebreaking, 
for which a first or second offender might receive 18 months’ imprisonment ; length 
of sentence in this group is related to some extent to length of record and not neces- 
sarily to the gravity of the offence, although such long sentences are not given for 
minor offences. Although the controls were balanced for age and type and severity 
of the present offence, they could not, of course, be balanced for the number of 
previous convictions. There were only five controls who had more than four previous 
convictions, but the psychopaths inevitably had a large number. Seventeen psycho- 
paths had more than eight previous convictions and only 13 had less than three. 

In the end it was decided to set out the subsequent convictions as shown in Table I, 
representing both the number of convictions and the length of sentence. The columns 
from left to right represent a record of no convictions, or of one, two, three, and 
more than three convictions : the lines from top to bottom show whether sentences 



* This memorandum has since been published in the British Journal of Delinquency, 
September 1955, Yol. VI, pp. 126-136. 

C) D - Stafford-Clark, D. A. Pond, J. W. Lovett-Doust. Brit. J. Delinq., 1951. II. 117. 
( 2 ) T. C. N. Gibbens, Brit. J. Delinq. 1951. II. 103. 
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have never been for more than a year, or whether they have included at least one 
sentence of 1-2 years, 2-3 years, or 4-10 years, respectively. For example, an offender 
with a record of one fine, two sentences of six months, and one of seven years’ 
preventive detention would be placed in the bottom right-hand space as “ 3 4- convic- 
tions, including one of 4-10 years He would be similarly classed, even though he 
had also served three years’ corrective training in addition to these sentences. Fines 
or probation orders are counted as sentences of less than one year. 

5. In many cases, sentences of 2-3 years refer to corrective training : five of the 
psychopaths had concluded such a sentence and three are still serving. Five psycho- 
paths in the 4-10 year group have concluded preventive detention and five more 
are still serving. 

TABLE I 

Nil 1 2 3 3-f- Convictions 

Less than 1 year 



Incl. 1-2 years 



Inch 2-3 years 



Inch 4-10 years 



Convictions 



Less than 1 year 



Inch 1-2 years 



Inch 2-3 years 



Inch 4-10 years. 



6. It will be seen that the controls have behaved according to expectation. It is 
usually said that some 80 per cent, of first offenders do not return to prison. In this' 

. group some 70 per cent, have slight or no subsequent convictions. About half were 
first offenders when seen in 1948 and most of the remainder had up to four previous 
convictions. It may be added in passing that the clinical descriptions of these 
controls, though not intended for the assessment of prognosis, proved to be quite 
closely related to their subsequent history. 

7. The psychopaths have on the whole produced a heavy crop of subsequent 
convictions, as expected. Nevertheless, the surprising feature is that such a high 
percentage have not been in any serious difficulty. Six of the ten with only one 
conviction committed quite trivial offences. Approximately 25 per cent, have not 
been arrested for any serious offence. 

8. There are four possible sources of major error in accepting results of this kind. 
First, the prisoner might have been serving a long sentence when seen in 1948 and so 
have had only a brief opportunity of committing offences since his release. In fact, 
most of them were serving quite short sentences at the time and were released in 1949 
or early 1950. There were five cases who have only had three years at liberty, and 
five only had two years. Most of these had offended again. One man had no con- 
victions in only two years’ liberty ; one aggressive psychopath was released from a 
seven-year sentence for manslaughter in August, 1953, attempted suicide in October, 
1953, and has no subsequent convictions. This factor thus does not invalidate the 
general conclusions. 

9. Secondly, there is a possibility that some are dead, especially perhaps by suicide. 
A search was made at Somerset House for the possible deaths of 41 cases whose 
whereabouts were doubtful because they had not spent most of the time in prison. 
One psychopath died during his original sentence, and has been deducted from Table 
I ; one other died during a long term of preventive detention. 

(4792) A *;j 
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10. Thirdly, it seemed probable that a number had become insane and had few or 
no convictions because they had spent much of the time in mental hospitals. A 
search was made at the Board of Control for admission to hospital of any of the 41 
doubtful cases. One, removed from the total, was sent to Rampton 'during the 
original sentence. One was temporarily certified after release from preventive 
detention, but is now discharged and has not been re-convicted. 

11. Lastly, they may have emigrated. This remains a possibility, but the criminal 
record of a man who went to Australia is available, so it is possible that crimes in the 
Dominions would have been reported. 

12. These errors have therefore no significant bearing. With this in mind some 
results are distinctly surprising. For instance, an aggressive psychopath of 39, with 
18 previous convictions, including many charges of grievous bodily harm and assault, 
was released in January, 1951, after serving a three-year sentence for grievous bodily 
harm. In May, 1951, he was fined for a drunken assault ; in January, 1953, was 
bound over for gaming ; there are no subsequent convictions. Again, a man of 37, 
described as a “ classical inadequate psychopath of cultured type ”, with 14 previous 
convictions for larceny and forgery, was released in 1950 from a two-year sentence for 
robbery with violence ; there are no subsequent convictions. 

13. In the original study the psychopaths were divided, for the purpose especially 
of EEG study, into psychopaths with epilepsy, those with head injury, and those 
without these defects. Table II shows that the after history of these groups was 
rather similar. There is perhaps a tendency for those with head injury to have a 
worse prognosis ; over 40 per cent, for instance have three or more convictions, as 
opposed to 20 per cent, or less in the others. 

TABLE II 

Nil 1 2 3 4 Convictions 

Less than 1 year 



Incl. 1-2 years 



Incl. 2-3 years 



Incl. 4-10 years 



Convictions 



Less than 1 year 



Inch 1-2 years 



Inch 2-3 years 



Inch 4-10 years 



Convictions 



Less than 1 year 



Inch 1-2 years 



Inch 2-3 years 



Inch 4-10 years . 



14. No attempt was made a.t that time to separate inadequate from aggressive 
psychopaths, or make other clinical divisions. But a brief diagnostic formulation 
was made m each case which made reference to aggressive tendencies, e.g., “pre- 
dominantly aggressive ”, “ typical young aggressive psychopath ”, or “ very immature 
and inadequate, with little aggressiveness ”. These have been used independently to 
divide them into aggressive psychopaths and others (predominantly inadequate). 
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15. Table III shows that the subsequent convictions in these two groups are 
significantly different. The aggressive psychopaths had a worse prognosis from almost 
all points of view. Only 1 3 per cent, of the inadequate have tliree or more convictions, 
as opposed to 50 per cent, of the aggressive ; 35 per cent, have little subsequent 
recidivism, as against only 8 per cent, of the aggressive. 



Inadequate 
Psychopaths 
= 44 



Aggressive 
Psychopaths 
= 23 



TABLE III 
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Convictions 
Less than 1 year 
Incl. 1-2 years 
Incl. 2-3 years 
Inch 4-10 years 

Convictions 
Less than 1 year 
Incl. 1-2 years 
Incl. 2-3 years 
Incl. 4-10 years 



16. It will be noted that this is in some ways the opposite of what clinical impressions 
of the aggressive and inadequate psychopaths would lead us to expect. The popular 
conception of the inadequate psychopath is of a man who persists incorrigibly in 
committing rather minor offences, while the aggressive psychopath commits major 
aggressive offences at longer intervals. The histories of these men suggested that the 
opposite was often the case — that the aggressives included some who produced a chain 
of relatively petty aggressive offences as well as others with serious acquisitive 
offences. 



The electroencephalographic ( EEG ) results 

17. In interpreting the following results it must be remembered that EEG technique 
has made great strides in the last five years ; study by modern methods might have 
revealed much more valuable information. 



TABLE IV EEG 





Normal 


Abnormal 


Doubtful 


No record 


Controls 


38 


6 


6 


13 


Borderlines 


10 


7 


1 


0 


All psychopaths 


29 


34 


10 


9 



. 18. As reported before, there is no doubt about the significance of abnormal EEGs 
in psychopaths. Table IV shows that in the original sample abnormality was found 
four times as frequently in the psychopaths as in the controls. 

19. It was found, however, that the prognostic significance of an abnormal EEG 
was rather more doubtful. The six controls with abnormal EEGs were not disti ngu ished 
in any way from the rest— three had no subsequent convictions. 

20. Similarly, psychopaths with an abnormal EEG did not have criminal records 
which were significantly different from those with normal EEGs. 
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21. On the whole, EEG abnormalities are found less frequently with advancing age. 
One might expect, therefore, that the prognostic significance of an abnormal EEG in 
psychopathy would vary with the age of the subject. There was some evidence that 
this was so. It was found that in psychopaths of under 25, abnormality of the EEG 
was of no particular significance. But in psychopaths over 25 there was a hint, in 
spite of small numbers, that abnormality of the EEG indicated a more favourable 
prognosis, as shown in Table V. 



Psychopaths 
over 25 

Abnormal EEG 
= 14 



Psychopaths 
over 25 
Normal EEG 
= 19 



Nil 



TABLE V 
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Convictions 
Less than 1 year 
Incl. 1-2 years 
Incl. 2-3 years 
Incl. 4-10 years 

Convictions 
Less than 1 year 
Inch 1-2 years 
Inch 2-3 years 
Inch 4-10 years 



22. The EEG in cases with head injury was not definitely related to prognosis. If 
anything, those with an abnormal EEG had a better prognosis. 

. 23. When the question of EEG abnormality was considered in the aggressive and 
inadequate groups, the relation to prognosis appeared more definite. Table VI shows 
that in the aggressive group, abnormality is not noticeably related to prognosis ; if 
anything, abnormality is related to a bad prognosis. In the inadequate group, however, 
there is rather clearer indication of the opposite relationship — that abnormality of 
EEG is a good prognostic indication. It is possible that the contrary tendency in the 
two groups is the reason why, in psychopaths as a whole, EEG abnormality is not 
related to prognosis. 



TABLE VI 



Aggressive 
Psychopaths 
with normal 
EEG = 9 



Aggressive 
Psychopaths 
with abnormal 
EEG = 13 
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Convictions 
Less than 1 year 
Incl. 1-2 years 
Incl. 2-3 years 
Incl. 4-10 years 

'Convictions 
Less than 1 year 
Incl. 1-2 years 
Incl. 2-3 years 
Incl. 4-10 years 
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TABLE VI — contd. 



Inadequate 
Psychopaths 
with normal 
EEG = 20 



Inadequate 
Psychopaths 
with abnormal 
EEG = 13 
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Convictions 
Less than 1 year 
Inch 1-2 years 
Inch 2-3 years 
Inch 4-10 years 

Convictions 
Less than 1 year 
Inch 1-2 years 
Inch 2-3 years 
Inch 4-10 years 



Aggressive crimes 

24. Since it appears that aggressiveness is the most important feature of the psycho- 
path, further consideration was given to the nature of the aggressive offences they 
committed. 

25. Attempted suicide was much less common than expected. Two aggressive 
psychopaths and two controls subsequently attempted suicide, one of them in 
association with a major crime. 

26. The most interesting feature of the subsequent criminal histories of these 
psychopaths was that they committed relatively few aggressive crimes. Twenty-four 
aggressive psychopaths whose records are available committed 72 offences in five 
years ; but only 14 of these were purely aggressive offences and only three of them 
serious enough to be punished by imprisonment. This does not include four cases 
of indecent assault, in which the element of violence is very variable. It is equally 
true of course that apparently acquisitive offences, such as attempted shopbreaking, 
sometimes conceal a crime which is potentially dangerous and aggressive, e.g., a gang 
attempting a smash-and-grab raid in a car. 

27. On the other hand, the aggressive offences committed by the inadequates, 
though only half as frequent, were sometimes serious. The most violent offences are, 
of course, commonly committed by individuals who cannot normally express their 
aggressiveness. 

28. The aggressive offences subsequently committed by the three groups of aggressive 
psychopaths, inadequate psychopaths and controls, were as follows : 

(1) Aggressiyes. Seven out of 24 individuals committed aggressive offences, 
comprising : 1 1 fines for assaulting police, wilful damage, etc. ; one case of 
six months’ imprisonment for assaulting the police ; one of 15 months for 
grievous bodily harm ; one of three years for grievous bodily harm. 

(2) Inadequates. Six out of 45 individuals committed aggressive offences, com- 
prising three sentences of less than two months for assault, one of six months 
for assault, two of 12 months for assault ; one of four years for manslaughter ; 
one of seven years for robbery and larceny. There was one case of indecent 
assault. 

(3) The Controls. Three of 63 individuals committed aggressive offences, com- 
prising 11 fines for assault, wilful damage, etc., one sentence of two months 
and one of six months for assault of the police. 
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29. The offences for which these psychopaths were originally convicted at the time 
of their examination were often aggressive ; 20 psychopaths were sentenced for such 
offences, and nine of the 63 controls. Among the controls were five cases of robbery 
with violence. The subsequent record of one is not available, one has committed a 
minor offence, and the three others have no subsequent convictions in five years. 

30. Aggressive crime presents a complex problem. It seems probable that the 
persistent aggressiveness of the psychopath is so crippling to his social relations that 
he is only able to live by crime, and his record thus tends to be composed of serious 
acquisitive offences. A typical severe record reads as follows : — Aggressive psycho- 
path aged 18£ years with abnormal EEG : five previous convictions ; present offence — 
robbery with violence and assaulting a Borstal officer with a knife. Subsequent 
record — 1949, 18 months ; 1951, six months, 21 months ; 1952, six months ; 1953, 
six months — all for housebreaking or larceny ; 1954, placed on probation for a letter 
threatening to kill. 

31. On the other hand, everyone who sees prisoners regularly knows that criminal 
records almost entirely composed of aggressive offences, sometimes fairly serious ones, 
are by no means uncommon. The majority of such cases are probably not psycho- 
paths ; the record itself suggests that they are capable of social adjustment and that 
their aggressiveness is localised, although it may be a serious disability. One such 
case, for instance, seen by one of us (T.C.N.G.) during a study of cruelty to children, 
had a record as follows : — 1933, larceny (probation) ; 1940, shopbreaking (probation) ; 
1941, larceny (£3 fine) ; 1943, assault police, wilful damage (two months’ imprisonment 
and fines) ; 1945, assault occasioning actual bodily harm (six months) ; 1946, grievous 
bodily harm (nine months) ; 1949, assault, actual bodily harm (six and six months 
consecutive) ; 1951, assault occasioning bodily harm (15 months) ; as well as ten 
summary convictions for drunkenness, etc. EEG abnormal. This man was described 
as a good and regular worker when not in prison, and was devoted to his wife and 
children in spite of many quarrels. He could not be called an aggressive psychopath. 

32. We should bear in mind the apparent paradox that the persistently aggressive 
offender is often not a psychopath, and that the aggressive psychopath often does not 
have a particularly aggressive record on paper. 

33. So far as clinical types are concerned, there appeared to be two interesting 
groups. First there was a group of eight cases who had a large number of offences 
in five years. These were mainly between the ages of 23-26, seven of the eight were 
aggressive psychopaths, and they had five, six or seven convictions of intermediate 
severity in the five years. Six had a past head injury, three were described as very 
immature. The EEGs were half normal, half abnormal. One example has been 
given. It may be that they are typical of the fully fledged aggressive psychopath at 
any age when he has not yet qualified for preventive detention but is too incorrigible 
to be suitable for corrective training. Though these offences are relatively minor 
ones, they are not like those of the persistent petty offender with a long history of 
fines for drunkenness or a week or two’s imprisonment for petty theft. 

34. Secondly, there is a group which were described in the original paper as 
“ Charming, inadequate psychopaths ”, incorrigible, but cultured, polite and charming 
in manner. Seven fell into this group. They are inadequate perhaps only in contrast 
to the aggressive group, some of whom perpetrate skilful frauds being far from 
inadequate. Six of them were without epilepsy or head injury, and they tended to 
concentrate on fraud and false pretences. The EEGs of four were abnormal ; three 
were normal. The after-history of this group was perplexing. Four were very 
similar in having two convictions, one of one year or so, and one of three years. Of 
the rest, two had no subsequent convictions, and the third had one very minor offence. 
On the whole, this type of psychopath is better educated ; for a time they may find 

family support, or a job well within their limits. 

Summary and discussion 

35. The criminal records of 69 prisoners, carefully selected in 1948 as examples of 
severe psychopathic personality, have been studied for the years 1948-1953, as well 
as those of 56 controls. In doubtful cases a check was made at Somerset House and 
the Board of Control to establish that they were not dead or in mental hospitals. 
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36. On the whole, the psychopaths showed a high rate of crime, as expected, but 
as many as a quarter had very few or no subsequent convictions. Those diagnosed 
as aggressive psychopaths, however, had a definitely poor prognosis. Inadequate 
psychopaths, if young and with abnormal EEGs, had such a variable career that the 
diagnosis should be made with great caution if it is meant to imply a poor prognosis. 
The term psychopath should either be restricted to seriously aggressive cases, or it 
should be borne in mind that spontaneous recovery or a good response to treatment 
is quite possible, so far as criminal tendencies are concerned. 

37. EEG abnormality was not related to the after-conduct of psychopaths as a 
whole. A similar finding was that of Pond and Landucci( 3 ) on behaviour problem 
children in whom the prognosis was the same whether the EEG was abnormal or not. 
There was some evidence, however, that in all psychopaths of oyer 25, and in inadequate 
psychopaths, abnormality of EEG is a favourable prognostic sign. It is logical to 
suppose that abnormality of EEG indicates the possibility of change by maturation. 
It is probably more difficult to differentiate the older psychopaths, expecially if 
inadequate and with normal EEG, from the ordinary chronic recidivist whose criminal 
habits are ingrained and perhaps less likely to alter. 

38. Although aggressive psychopaths are very likely to offend again, their offences 
are not necessarily serious, and are more likely to be acquisitive than aggressive, 
probably because their aggressive tendencies cause a complete social breakdown and 
incline them to acquisitive crime. The aggressive psychopaths committed 74 offences 
in five years, 14 being aggressive offences ; but only three of these were serious. There 
is no doubt that they are often very serious and inveterate offenders, but it does not 
appear justifiable to regard them as, for example, potential murderers. 
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MEMORANDUM SUBMITTED BY THE HOME OFFICE 
Home Office interest 

1. The Home Office is concerned with mentally ill or mentally defective persons 
whose conduct brings them before the courts in circumstances which may result in 
the loss of their liberty.- The Home Office interests are (a) to secure that those of them 
who could be dealt with more suitably in institutions for mental patients than else- 
where, are sent to such institutions by the court, or as soon afterwards as the need is 
established, (b) that persons detained by order of a court who are not liable to be 
transferred to an institution for mental patients but who nevertheless require treatment 
for their mental condition should receive it under arrangements made by the Home 
Office, and (c) that in either case the public should be protected. 

2. Broadmoor patients do not come within the purview of the Royal Commission. 
The main practical concern of the Home Office is, therefore, with persons under 
detention who are mentally ill but not certifiably insane, and with mental defectives. 

3. From time to time, difficulty is experienced in dealing in prisons or approved 
schools with individuals whose anti-social conduct appears irrational, but who do not 
come readily within any of the present legal processes for providing mental treatment 



( a ) D. A. Pond, L. Landucci, Minerva Medica. 1954. 1. No. 7. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



1328 



HOME OFFICE 



or for dealing with mental defectives. While it is considered desirable that the present 
provisions of the law should be enlarged to enable these persons to receive treatment 
for their mental condition while under restraint, the Home Office does not feel that 
the existing procedure under the Mental Deficiency Acts, or even a process of 
certification, is necessarily the best way of securing that an offender receives the 
treatment most suited to his condition. 

Powers of a court to deal with mental defectives 

4. Under Section 8 of the Mental Deficiency Act, 1913, a court may deal with a 
person as a mental defective if he (a) is found guilty of any criminal offence punishable 
m the case of an adult with imprisonment, or (b) is a child brought before the court 
under Section 58 of the Children Act, 1908, and found liable to be sent to an industrial 
school (now an approved school), provided that, in either case, the court is satisfied 
on medical evidence that such a person is a mental defective within the meaning of 
the Act of 1913. 

5. The court may either — 

(a) postpone passing sentence or making an order for committal to an approved 
school, and direct that a petition be presented to a judicial authority with a 
view to obtaining an order that he be sent to an institution or placed under 
guardianship ; or 

(A) in lieu of passing sentence or making an order for committal to an approved 
school, itself make an order which, if a petition had been duly presented under 
the Act, the judicial authority might have made. 

6. Where a court directs a petition to be presented against a person under (a), it 
may order him to be detained in an institution for defectives or in a place of safety 
for such time as is required for the presentation of the petition and its adjudication. 

7. Where it appears to any magistrates’ court by which a person charged with an 
offence is remanded or committed for trial that such a person is a defective, the court 
may order that, pending the further hearing or trial, he is to be detained in an institution 
for defectives, or be placed under the guardianship of any person on that person 
entering into recognizance for his appearance. 

8. It is clearly the intention of Section 8 that any person liable to be deprived of 
his liberty by reason of his conduct, and found by a court to be a defective, should be 
removed from the penal system at the earliest possible stage and dealt with as a 
defective. If places in institutions for defectives were readily available, these pro- 
visions would work well : but if, as has been the case for some time, there is a shortage 
of accommodation, courts may be placed in grave difficulty in making interim arrange- 
ments for the detention of a defective, whether adult or juvenile, who cannot be 
allowed to go at large because of the danger of further offences. Representations 
lrom courts on this subject have been received at the Home Office, and it is known 
that undesirable expedients have been resorted to, for example, the passing of 
sentences of imprisonment, unduly prolonged detention in prison on remand or under 
a place of safety order, and committal of juveniles to approved schools or to the care 
of a local authority as a fit person. 

9. While an adult defective without aggressive or unpleasant habits can usually 
complete a prison sentence without undue strain on the staff, the admission of defec- 
tives to approved schools and children’s homes commonly places great strain on the 
stafi and interferes with the proper care and training of other children. In 1947 the 
Committee of Enquiry into the Standon Farm Approved School murder (Cmd 7150) 
recommended in their report that no child who was found to be mentally defective 
should be sent to an approved school. 

10. There is some ambiguity regarding juveniles not found guilty of an offence 
2. aI 5,uUl Ject be deaIt with under the Act of 1913 - The references to Section 58 

of the Children Act, 1908, and to industrial schools, in Section 8 of the Act of 1913, 
were not expressly repealed by the Children and Young Persons Act, 1933, but were 
adapted to the terminology of the Act of 1933 by Section 108 of that Act, a rather 
unsatisfactory and imprecise transitional clause. It is considered by the authors of 
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Clarke Hall and Morrison’s Law relating to Children and Young Persons (Fourth 
Edition, page 190), the leading text book, that, while children under age .14 who are 
brought before a juvenile court under Sections 61-66 of the Act of 1933 (which 
replace Section 58 of the 1908 Act), as being in need of care or protection or beyond 
control, and found liable to be sent to an approved school, can be dealt with under 
Section 8 of the Act of 1913, this power does not apply to young persons aged 14 and 
under 17 dealt with under the same Sections. Nor does the power apply to children 
and young persons who are liable to be sent to an approved school under other 
provisions, such as Section 84 (8) of the Act of 1933 relating to children committed to 
the care of a local authority, as a fit person. There appears to be no logical basis 
for such distinctions, and it is considered that a court should be empowered to deal 
under Section 8 with any defective child or young person found liable to be sent to 
an approved school. 

11. It is suggested in paragraph 121 of the memorandum submitted to the Royal 
Commission by the Ministry of Health and Board of Control that the powers of a 
court under Section 8 (1) (a) of the Act of 1913 might be enlarged to enable the court 
to direct the local health authority to deal with a defective under the Mental Deficiency 
Acts by arranging the form of care which the local health authority considered most 
suited to the individual case. This would be a useful addition to the existing powers 
of the courts. The courts would not feel, however, that they were in a position to 
discharge their duty to the public if they were not able, under Section 8 (1) ( b ), to 
order the institutional detention of a defective who, in their judgment, ought not to be 
allowed to go at large, because of the risk of further aggressive or criminal behaviour, 
or, in the case of females, of procuring further offences against themselves. 



Detention in a place of safety 

12. Under Section 8 (3) of the Act of 1913, a court may order a mental defective to 
be detained in an institution for defectives, or in a place of safety, for such time as 
may be required for the presentation of a petition and its adjudication in pursuance 
of Section 8 (1) (a). As an order made by a judicial authority for institutional treat- 
ment must, by virtue of Section 10 of the Act, be implemented within 14 days (21 
days if the defective is in a place of safety), the practice is to delay making an order 
until a vacancy is available. There is no statutory limit to the period of detention in 
a place of safety under Section 8 (3). 

13. The Home Office, noting the view of the Ministry of Health and Board of 
Control (paragraph 128 of their memorandum), that a limit of, say, two months 
should be placed on the period for which a defective can be detained in emergency 
under Section 15 of the Act of 1913, suggests that a suitable limit should be applied 
to an order made under Section 8 (3), with power to the court to make further orders 
for detention. It is thought that the limits for Section 8 (3) orders might be three 
months in the case of a magistrates’ court, and six months in the case of quarter 
sessions and assizes. 

14. Where a court intends, under Section 8 (1) ( b ), to order a defective to be sent 
to an institution, the order when made must be implemented within 14 days. The 
Act, however, contains no express authority for detention in a place of safety pending 
the making of an order, and the conveyance of the defective to an institution. Reliance 
has to be placed on the provisions of the criminal law whereby, under the Magistrates’ 
Courts Act, 1952 (Sections 14 and 105), a court may remand in custody for a period 
not exceeding three weeks for the purpose of enabling enquiries to be made or of 
determining the most suitable method of dealing with a case. It would seem 
desirable that specific provision for detention pending the implementation of an order 
committing a defective to an institution should be included in the Mental Deficiency 
Acts. 

15. In the case of an adolescent defective with pronounced sexual proclivities or 
tendencies to violence, detention in a remand home is often unsuitable, and the only 
course open to the court is to remand him to prison as being too depraved or unruly 
to be dealt with in a remand home. 
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16. If the petition to the judicial authority under Section 8 (1) (a) is unsuccessful, 
or if the court intend to make under Section 8 (1) (A) an order committing the person 
to an institution, but no vacancy is available, the court is not prevented by anything 
in the Act from passing a sentence instead. 



Powers to deal with persons already under detention 

17. The Secretary of State is empowered by Section 9 of the Act of 1913 to make 
an order transferring to an institution for defectives a person detained by order of a 
court, otherwise than on remand or while awaiting trial or sentence or under civil 
process. A legal difficulty arises in regard to juveniles detained in remand homes. 

18. The power under Section 9 of the Act has been used to order the transfer to a 
mental deficiency institution of juveniles who, having been ordered to be sent to an 
approved school, have been found, while in the remand home, not on remand but 
awaiting transfer to the school, to be defectives. The effect of the amendment of 
Section 9 of the Act of 1913 by the Ninth Schedule to the Criminal Justice Act, 1948, 
has been to throw doubt on the power to make an order under Section 9, while they 
are still in the remand home, in respect of persons who have been committed to 
approved schools as a result of care or protection proceedings, or proceedings under 
Section 64 of the Children and Young Persons Act, 1933, since such proceedings might 
be held to be “ civil process ” within the meaning of the amendment to Section 9 of 
the Act of 1913, though there is no reason to think that this was the intention. In 
consequence of this doubt, it has been felt inadvisable to make Section 9 orders in 
respect of such children or young persons while still in remand homes, though orders 
can be made when they reach an approved school. 

19. There seems to be no reason why the power should not be available in respect 
of non-offenders as well as of offenders ; reversion to the position before the amendment 
to Section 9 of the Act of 1913, would facilitate action in cases where it was desirable 
to remove to an institution for defectives a child or young person (non-offender) 
detained in a remand home while awaiting a vacancy in an approved school. 

20. When it is proposed to make an order under Section 9 of the Mental Deficiency 
Act, 1913, sending to an institution for defectives a person who has been ordered to 
be sent to an approved school, but who has been certified as a defective and is at the 
time detained in a remand home, his continued detention in the remand home until a 
vacancy in an institution is obtained, is secured by the making of successive orders 
under Section 69(2) of the Children and Young Persons Act, 1933. Orders under 
this Section, however, are designed to secure the detention of the person concerned 
until he can be sent to an approved school, and are of doubtful propriety when their 
object is to secure the detention of a person pending his admission to an institution for 
defectives. The position should be regularised by a provision enabling the court to 
make orders for the continued detention in a remand home of a person in respect of 
whom an approved school order has been made, pending his removal to an institution 
for defectives. 

21. The omission, after the word “ apply ” in Section 64 (1) of the Criminal Justice 
Act, 1 948, of the words “ or from a remand home ” appears to leave some doubt 
whether there is power under Section 64 (2) of the Criminal Justice Act, 1948, to 
remit to an approved school a person who had been transferred by an order under 
Section 9 pf the Mental Deficiency Act, 1913, from a remand home to an institution 
for defectives. It would be advisable to clarify the position by inserting after the 
word “ apply ” in Section 64 (1) of the Criminal Justice Act, 1948, the words “ or 
from a remand home ”, thus bringing the wording into line with that in Section 9 of 
the Mental Deficiency Act, 1913, as amended by the Criminal Justice Act, 1948, 

22. Section 64 (1) of the Criminal Justice Act, 1948, provides that, where a person 
has been transferred by an order under Section 9 of the Act of 1913, from a prison 
or other institution to which the Prison Acts, 1865 to 1895 apply, or from an approved 
school or Broadmoor Institution to an institution for defectives, he may not, without 
the consent of the Secretary of State, be set at large from the institution for defectives 
during the period during which he could have been detained in a prison or other 
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institution if he had not been so transferred. This provision is directed to the protection 
of the public, but in certain circumstances it may fail to achieve this object. If a patient 
who has been transferred, for example, from a prison to an institution for defectives 
under Section 9 escapes from the institution, he cjm be arrested and taken back to the 
institution under Section 42 of the Act, so long as his period of detention under the 
Act has not expired. If, however, he is still at large when the period of his detention 
expires under Section 1 1 of the Act, it would appear that there is no power to arrest 
him and take him back, either to the institution for defectives, or to the prison, not- 
withstanding that his sentence of imprisonment would not then have expired if he had 
not been transferred to the institution. The lack of power to secure the further 
detention of a mental defective in such circumstances might have grave consequences, 
and it is desirable that the law should be amended to meet this difficulty. It is 
suggested that there should be power in a case of this kind to arrest the person and 
return him to prison, where he could be detained to complete his sentence or, if appro- 
priate, be re-certified and transferred to an institution for mental defectives. 

Disposal on leaving approved schools 

23. Difficulty is experienced sometimes by the managers of approved schools in 
safeguarding the welfare of defective persons, or those thought to be defective, who 
are placed out from the schools. There is some doubt whether, under present 
legislation, a defective, on leaving an approved school, may be placed under statutory 
supervision by the local health authority, as may a child who is attending a school 
maintained by a local education authority or a special school, and is the subject of a 
report that he is incapable of receiving education at school, or that, by reason of a 
disability of mind, he may require supervision after leaving school. While some local 
health authorities have agreed to place under statutory supervision defective persons 
leaving approved schools, and, where the need has arisen, have presented a petition 
to a judicial authority under Section 5 of the Act of 1913, for an order placing the 
person in an institution for defectives, other authorities have felt that they had no 
power to do so. 

24. It is considered that the Act of 1913 should be amended, to provide that a 
person who leaves an approved school (at whatever age) may become subject to be 
dealt with under that Act on the report of the managers of the school, subject to 
approval of the Secretary of State, in the same way as a child in respect of whom a 
report has been issued under Section 57 (5) of the Education Act, 1944. 

25. The behaviour of some types of defective boys and girls may be fairly satisfactory 
as long as they are in the stable environment and close supervision of an approved 
school (and thus would not warrant their certification and transfer to an institution 
for defectives or placement under guardianship by order of the Secretary of Slate 
under Section 9 of the Act of 1913), but they can seldom be released with confidence 
that they will not break down when subjected to the stresses of normal life. If, by 
amendment of the law as suggested in the preceding paragraph, such persons became 
subject to be dealt with under the Mental Deficiency Acts, the local health authority, 
if statutory supervision proved insufficient, would be in a position to present a petition 
under Section 5 of the Act, for an order sending the defective to an institution, or 
placing him under guardianship. Such a provision would go some way also towards 
safeguarding the interests of those who were certified while detained in an approved 
school, but had to be released, either because no vacancy was available in an institution 
for defectives before the expiry of the period for which they could be detained in an 
approved school, or because their conduct was such that their continued detention in 
the school was unjustifiable in the interests of the school and also those of the child. 



Difficulties arising under the Mental Treatment Act, 1930 

26. Under the existing law, a person who has reached the age of 16 years must sign 
an application for treatment in a mental hospital as a voluntary patient, and may 
give 72 hours’ notice to leave the hospital. These provisions are considered to be in 
conflict with the powers of managers of approved schools under paragraph 4 of the 
Fourth Schedule to the Children and Young Persons Act, 1 933, to arrange for a person’s 
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reception and detention in any hospital, home or other institution where he can 
receive the necessary treatment. They have given rise to difficulty in the case of 
persons removed from approved schools to mental hospitals. Amendment of the law 
on the lines proposed in the evidence (paragraph 86) of the Ministry of Health and 
the Board of Control would go far towards removing these difficulties. It is con- 
sidered, however, that, where the Medical Superintendent of a hospital was of the 
view that a person from an approved school should remain for treatment in a mental 
hospital, the power to apply for his discharge should rest with the managers of the 
approved school, so long as the child remained under the care of the managers. 

27. The same considerations arise in connection with children, certainly those who 
have not reached the age of 16, who were in the care of a local authority under 
Section 1 of the Children Act, 1948, and remain the subject of a resolution under 
Section 2 of that Act (see also Section 8), and to children who are the subject of a fit 
person order made by a court under the Children and Young Persons Acts, 1933-1952. 



Psychopathic children 

28. The delinquent behaviour of a number of the children committed to approved 
schools is due to emotional disturbance, and this behaviour can be improved only in 
so far as the emotional disturbance can be remedied. While the schools can cater for 
some of the children, others are too deeply disturbed to benefit, and tend to disrupt 
the life of the school. 

29. These children in general fall into three broad groups, viz. : — 

(1) Cases in which neurosis is the activating factor in the delinquency, etc. On the 
basis of experience, arrangements for psychiatric treatment have been developed 
gradually in certain approved schools and are proving effective. 

(2) Cases in which psychosis, either incipient or established, is the activating factor. 
These children are mentally ill, and cannot respond to approved school 
training. They require specialised treatment in a mental hospital, and recourse 
is had to the appropriate provisions of the Lunacy and Mental Treatment 
Acts. If a simpler procedure for obtaining hospital treatment were adopted, 
so as to encourage treatment at an earlier stage, it is likely that the question 
of committal to an approved school would not arise in some of these cases. 

(3) The intractable, often aggressively, and at times dangerously, violent cases of 
psychopathic character. These, relatively few in number, represent a most 
difficult problem for the approved schools. In general, these psychopathic 
children are completely self-centred (for themselves they are the hub of the 
universe) and have no regard for the rights or convenience of others. They 
seek the immediate satisfaction of any desire, they react violently if frustrated, 
they are without conscience, sense of guilt or insight, and, living as they do 
m. the moment, lack ordinary foresight and judgment and the capacity to learn 
from experience. 

30. No further comment is needed on groups (1) and (2). There is as yet no 
accepted means of dealing with the children in group (3). Although they are mentally 
ill, action under the Lunacy Act is not possible and they will not usually submit them- 
selves for treatment as voluntary patients under the Mental Treatment Act. Mental 
hospitals, understandably, do not readily accept psychopaths as voluntary patients 
because they do not respond as a rule to normal hospital life and treatment, and 
because of their disruptive and disturbing tendencies. 

• ^ if ^ ^ ew me . n ^ defective institutions take the line that psychopaths with high 
intelligence quotients cannot be classified as mental defectives as the law now stands, 
and must, therefore, be discharged from the institutions. 

32 Approved schools have sometimes to accept these psychopaths in spite of the 
fact that they are mentally ill, because there is no other way in which the public can 
be protected. To open special approved schools for them to meet their needs would 
not provide a solution, as the period of detention authorised by an approved school 
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order would be insufficient for the care and treatment they require. Moreover, it is 
doubtful whether the nature of the treatment required and the small number who 
reach approved schools would enable the provision of special establishments for 
them as part of the approved school system. 

33. It would seem that there is need for arrangements under the Health Service for 
the care and treatment of these mentally unstable people in what, for public safety, 
are adequately protective conditions. 



MEMORANDUM SUBMITTED BY THE NATIONAL CORPORATION FOR 
THE CARE OF OLD PEOPLE 



Introduction 

1. The National Corporation for the Care of Old People was set up in 1947 by the 
Nuffield Foundation and its main objects are, broadly, to discover the current needs 
of old people and to use its funds where possible to assist voluntary organisations to 
provide for them such accommodation or services as seem necessary. The Governors 
of the Corporation, having read many public statements to the effect that mentally 
infirm old people are being unjustifiably certified, decided to appoint a small Com- 
mittee to investigate the difficulties which are alleged to arise in the care of the 
mentally infirm aged, both for the old persons themselves and for their relatives and 
friends. It was intended that this should be a purely domestic enquiry related to 
those persons whose mental condition had deteriorated as a result of old age, and 
that such facts as emerged should be reported to the. Governors of the Corporation. 
The Committee is anxious to make available to the Royal Commission such facts as 
seem to come within the terms of reference of the Commission and they, therefore, 
submit the following memorandum which deals mainly with the administrative 
machinery governing the care of the mentally infirm aged in England and Wales. 

2. The Committee first met in October, 1953, and is composed of five members 
under the Chairmanship of Sir Keith Joseph, Bart. The other members are a geriatric 
physician, a general practitioner who is also a visiting medical officer at one of the 
London County Council’s large residential homes for old people, a county welfare 
officer, and a justice of the peace, who later became one of the members of the Royal 
Commission. 

3. Members of the Committee have visited mental hospitals, geriatric units and 
local authority institutions in widely separated parts of the country. They have also 
heard the views of charitable bodies concerned with the care of old people and of 
individuals whose work brings them into contact with the mentally infirm aged, such 
as health visitors, general practitioners, duly authorised officers, ministers of religion, 
district nurses and others. Questionnaires have been sent to Medical Officers of 
Health and welfare officers of county and county borough councils, to Senior Admini- 
strative Medical Officers of Regional Boards and to Medical Superintendents of 
mental hospitals. The Committee wishes to state certain facts which, while they may 
not provide a solution to the whole problem — and some are already well known — 
may help to confirm or disprove views which have hitherto been expressed without 
substantiation. It is necessary to add a word of caution, for, since the Committee’s 
work is not yet complete, it has not always been possible to confirm impressions 
gained and to support statements made as firmly as would have been desirable. The 
statements made refer, except where otherwise stated, to persons of pensionable age 
in England and Wales. 



Mental hospitals 

4. From the visits to mental hospitals it is clear that the patients are well cared for, 
and the Committee’s main concern is for those mentally infirm aged who live alone 
or with their families. From enquiries made during visits it seems that many elderly 
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patients do not receive any active treatment and require only supervision, good food 
and hygiene. Whilst it is appreciated that treatment is not always suitable for the 
aged, the hospital beds are in such demand for younger patients for whom treatment 
is required, that consideration might well be given to the possibility of simple care 
and attention of the type mentioned being given elsewhere in suitable cases, perhaps 
by the local authorities, to those whose mental condition has improved after a period 
in a mental hospital. For various reasons the longer a patient stays in hospital the 
more difficult it will be to move him. 

5. Furthermore, better early assessment in the patient’s own home, preferably by a 
psychiatrist, might enable cases to be chosen which would be likely to settle down 
reasonably quickly in local authority residential accommodation without the need of 
a period in hospital. This may well mean that more domiciliary visits should be paid 
by a psychiatrist working part-time for the local authority whilst in the employment 
of the Regional Hospital Board. 

6. It lias been suggested more than once to the Committee that to help in the 
proper assessment of cases and to prevent them being sent unnecessarily to a mental 
hospital, certain beds in geriatric units should be set aside for those cases sent in under 
a temporary order. For, it is argued, it is often both a general physical and mental 
assessment which is required for old people, rather than only the latter. Here it 
should be emphasised that assessment to be of full value must include the patient’s 
social as well as medical condition, a fact which is often forgotten. It is true that 
these beds would be taking the place of an observation unit and, under present law, 
would have to be designated as “ Section 20 accommodation ”, but in a great many 
places observation units are attached to mental hospitals and there is undoubtedly a 
stigma attached to them for this reason. Entry to and assessment in the geriatric 
unit might avoid the necessity of going to a mental hospital in some cases and if a 
psychiatric unit were also available and were run in conjunction with the geriatric 
unit, an even greater advantage might be gained. The assessment of the mental 
condition of the patient should be done by a psychiatrist and this could doubtless be 
arranged with the help of the nearest mental hospital. The Committee believe that 
these ideas should be given most careful consideration. The difficulties of catering 
for mental and physical infirmity together are appreciated, but it is believed that for 
old people this would be justified. 

7. The Committee has been at some pains to discover whether malnutrition plays 
an important part in the onset of mental confusion. They cannot find any evidence 
to suggest that it is more than a minor contributory cause in some cases. While they 
understand that the mental condition of certain patients improves after a period of 
good feeding in hospital, they cannot subscribe without further enquiry to the 
suggestion that a more widespread mobile meals service might reduce the number of 
elderly persons becoming mentally infirm. 

8. It has been said earlier that a domiciliary visit from the psychiatrist would bean 
advantage, and it is interesting to note from the answers to questions asked of Medical 
Superintendents by the Committee that few arrange for this as a matter of routine, 
though a number would make the visit if asked. The implication is that the general 
practitioner seldom invites their opinion. It is said that the fact that full-time 
consultants arc not paid extra fees for domiciliary visits makes him hesitate to do so. 
Whilst the general practitioner may at times be at fault, it is also certain that some 
families do not call in their family doctor early enough, perhaps believing mild con- 
fusion to be an inevitable part of old age for which nothing can be done. The result 
of this may well be that the members of the family who shoulder the major part ot 
the responsibility themselves break down under the strain. 



Need for publicity 

9 The lack of knowledge that improvements can be made in some cases to the 
confused aged person is widespread among lay persons and sometimes even appears 
among those with medical knowledge. Whilst it is appreciated that family doctors 
throughout the country are able, with the support of the patient s family, to keep many 
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mentally aged people in their own homes, it is hoped that they will not hesitate to seek 
specialist advice where there is any chance that the patient’s mental condition might 
be improved by treatment outside his home. 

10. It occurs to the Committee that in some places there might be an advantage in 
arranging for relatives of mentally infirm patients to meet and for them to receive 
advice and help from those qualified to give it on the difficulties which can arise in 
old age. This could be organised by a local voluntary body and supported by the 
staff of the mental hospital. 

11. It is clear that throughout the whole of this subject there is a great need for wise 
and discreet publicity. The Committee hopes that steps may be taken in this matter 
with the encouragement of the Royal Commission. 

Duration of stay in hospital 

12. Beds in mental hospitals are at a premium and the Committee has sought 
details about the movement of patients over 65 and the duration of their stay in mental 
hospitals. The Ministry of Health has, at the specific request of the Committee, 
provided information about discharges from hospital of older age groups, and also 
an indication of the numbers of persons who have to be admitted again. The figures 
relate to 1952, presumably the latest year for which they are available. 

13. Table I refers only to designated mental hospitals, and not to all institutions 
for mental disorders, but the former account for well oyer 90 per cent, of all admissions, 
discharges, etc. “ Direct admissions ” are “ all physical admissions other than any 
temporary or certified patients transferred from other hospitals and institutions for 
mental illness Thus a patient admitted from a geriatric unit of a general hospital 
would be a direct admission, as would anyone admitted from Section 20 accom- 
modation, even though this was in a mental hospital. 

14. Table II expresses some of the figures of Table I in a different form. For 
comparison equivalent figures for patients of all ages in 1953 are also included. This 
table brings out very clearly the much lower discharge and departure rate, and higher 
death rate, as age increases. It should be remembered, when these figures are read, 
that the 100 per cent, to which they are related includes all patients who have resided 
in the hospitals for any length of time during the year. 

15. Table III shows length of stay of patients discharged from mental hospitals in 
1952. The Ministry were unable to break this down into voluntary, temporary and 
certified categories. Table IV expresses the same information in proportion per 1,000 
discharges and includes for comparison the latest table published by the General 
Register Office on patients of all ages. It shows the tendency that would be expected, 
for fewer older people to stay for shorter periods and for more to stay for longer 
periods. Even so, however, about half of these in the highest age group stayed less 
than three months. 

16. Table V shows admissions broken down into first, and second and subsequent. 
There are no figures available for comparison with “ all ages ”. It will be seen that 
in the “ aged 65-74 ” groups about one-third of the admissions were “ second or 
subsequent ”, whereas in the “ 75 + ” groups the proportions were much lower. 
There is no evidence in these tables to indicate why this should be so. Overall, about 
a quarter of admissions were “ second and subsequent 

Long-stay annexes 

17. It has been suggested on several occasions and from different sources that beds 
in mental hospitals might be saved by the provision of homes attached to these 
hospitals for long-stay mentally infirm aged patients. Provided that the patients need 
psychiatric handling there would seem to be some value in such homes, for they 
provide much needed extra beds. In some places the staff ratio is low and the 
maintenance cost compares favourably with that in the main hospital. In other places 
which the Committee has visited the ratio of staff in home and hospital is the same. 
The only advantage here would seem to be the extra beds. In addition, if the patients 
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simply need supervision and custodial care they would seem to be the responsibility 
of the county and county borough councils, rather than of the hospitals. If there 
were unlimited capital available it is unlikely that mental hospitals would wish to 
build such homes : they would seem to be a product of these times of financial 
stringency, though there is possibly a desire to remove certain patients from the 
environment of the mental hospital. 



Admissions 

18. It has been disquieting to find more than one mental hospital where the admission 
of elderly patients is, in many cases, decided solely by the secretary of the Medical 
Superintendent from the names on the waiting list. The Committee believes 
that when an elderly patient is admitted to a mental hospital very little, if any, of his 
social history is known. Indeed, in some instances there is not even a medical report 
or history from his own doctor. If no domiciliary visit is paid — and as has been 
established above it often is not — the difficulties for- the hospital staff must increase, 
for time must bo spent in establishing the reasons for the patient’s admission, the 
treatment he is to have and later, if his health improves, the possibility of his being 
discharged. Whilst there appear to be few social histories supplied for patients 
entering hospital from their own homes, if they are admitted from observation wards 
or geriatric units some information will be given, though the amount of detail is 
likely to depend on the pressure of work on the staff of the hospital from which they 
come. Any information known by the local authority is unlikely to be shared as a 
matter of routine with the hospital. 

19. It is a matter of interest to the Committee that their own social worker (see 
paragraph 25) is warmly welcomed by almost all relatives because she has the time 
to give them a little elementary information, with the knowledge and approval of the 
hospital, about mental illness and to explain quite simply the reasons for certain of 
the hospital’s rules or actions, which at first sight seem forbidding and even frightening. 
It is believed that any time spent on this work would repay the hospital in many 
instances by increasing the co-operation of the relatives. 



Discharges 

20. The figures for re-admissions to mental hospitals have been quoted above and 
the Committee believes that these might well have been reduced if there had been 
better liaison between the hospitals and the local health authorities on the patient’s 
discharge. It is possible for a hospital to discharge a patient to his home without 
being fully aware of the home circumstances. The Committee has first-hand evidence 
of this and although the cases brought to their notice are few in number they feel that 
it is unlikely that these are the only ones. They believe that this comes about, partly 
through the fact that a social assessment of the patient has often not been made before 
admission to hospital, and partly because other authorities or responsible persons 
have not been informed of the patient’s discharge. Even the family doctor is not 
always informed and, where he is, unless there is anything specifically wrong with the 
patient, he may not visit him. Out of 29 old people discharged to their homes from 
one mental hospital, in only three cases is there a record of the patient’s doctor being 
informed. In one other he was informed after he had written to the hospital and on 
one further occasion following a suggestion by the Corporation’s social worker. It 
is thought that the health department of the local authority should also be informed 
and that prompt action should be taken by a suitable visitor, provided the mental 
hospital does not advise against it, to see that the patient can be properly looked after 
at home, that he is not without money, that he is re-introduced, if possible, to the 
community through old people’s clubs or visitors from voluntary organisations, and 
finally that contact is maintained at regular intervals by a suitably qualified person to 
ensure that he is not deteriorating again. In another hospital where records were 
examined no information about discharged patients had been sent in the year under 
examination to the mental health department of the local authority, nor can it be 
assumed that after-care will in fact be undertaken, even when the local authority is 
informed. 
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21. These criticisms apply perhaps even more to the cases of voluntary than to those 
of certified patients. The local authority is at least aware that the latter have been 
certified and admitted to hospital because a member of its staff, the duly authorised 
officer, has been present at the certification. A veil of secrecy, however, is sometimes 
drawn over the voluntary patient and it appears that the local authority is often 
unaware of his admission to hospital and is not normally notified of his discharge. 
In one case where the local authority was visiting, the old person went to hospital as 
a voluntary patient unknown to the local authority. After several unsuccessful efforts 
to obtain entry the visitor informed the police, who broke in. With reasonable 
co-ordination this might have been avoided. After-care is important to prevent the 
patient’s return to hospital and to keep his movements a professional secret would 
seem to spring in part from the widely held belief that any form of mental illness is 
something which should not be mentioned — a belief one does not expect to find 
amongst medical men. 

Shortage of staff 

22. There may well be local difficulties which arise to prevent a better link between 
the various services. In some instances they may be caused by a clash of personalities 
or, what may be more difficult to overcome, a shortage of staff. 

23. It may be due to this shortage that many mental hospitals appear to be unaware 
of the facilities which exist for old people in their area. It is true that a hospital 
catchment area, may be large, but the difficulty might be overcome if the appropriate 
voluntary bodies in that area were to make it one of their more important functions 
to see that the hospital is made aware of their existence and of the help which they 
can offer to discharged patients. 

24. There is a general shortage of social wofkers and the Committee has seen one 
mental hospital of 2,000 beds where there is only one social worker, and she is 
untrained. At the risk of stating something of which the Royal Commission may be 
fully aware the Committee would like to express its view that this general shortage is a 
matter of great seriousness, on which any steps which can be taken to rectify it should 
be regarded as especially urgent. An increase in the number of social workers in this 
field could well improve the service and even effect economies in the use of hospital 
beds in the long run. 

Co-ordination of services 

25. The mentally infirm aged may, in certain circumstances, be the responsibility 
either of the National Health Service or of the local health or welfare authorities. It 
has, however, seemed that there is often a lack of co-ordination between these various 
authorities with the result that the old person may pass beyond the limits of the one 
and yet be unknown to the others. Indeed, impressions gained from visits are that 
there are wide gaps left in many places which could be better filled, even allowing for 
the shortage of staff in certain categories. To gain confirmation of these impressions 
the Committee has appointed a psychiatric social worker to investigate matters con- 
nected with the social history of patients in a mental hospital, their selection and 
discharge. A field worker has also been appointed and is engaged in investigating 
the extent to which the various services are co-ordinated in two different areas, a county 
and a county borough. Final reports from these two will not be received until later 
in the year, but some of their findings are included in this memorandum. 

26. The Committee was particularly impressed with the work of the health depart- 
ment of a county borough council in the north of England, where the duly authorised 
officers are used as mental health visitors, whose main object is to keep at home as 
many mental cases as need not go to hospital. The psychiatrist from the hospital is 
employed part-time by the local authority and he makes as many domiciliary visits 
as he can and also holds a weekly case conference, which is attended by the Medical 
Officer of Health, the mental health visitors and the lay administrator of the health 
department. Confused old people, wherever possible, attend the mental hospital five 
days a week, being collected by ambulance from home at about 8 a.m., and returned 

* at 6.30 p.m. At the hospital they receive three meals, supervision by the ordinary 
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nursing staff, a bath when necessary, and some simple occupational therapy. The 
link between the authorities is very strong and each side makes information available 
to the other. This is an excellent service, though it probably could not be reproduced 
in the administrative area of a county council where distance creates special difficulties 
which do not exist in the more compact county borough, even though the size of the 
respective populations may not differ greatly. 

27. There are a few— probably not more than four — other “ day hospitals ”, such 
as has been described above, in other parts of the country, but although they provide 
a relief for harassed relatives their value is doubtful because they are isolated experi- 
ments, whereas the one described is an integral part of a general scheme and was not 
started for its own sake. If special units are set up — and particularly where patients 
are drawn from a wide area — the cost, particularly of transport, may be out of all 
proportion to the value. 



Certification 

28. It has often been suggested, and indeed it has now become almost a cliche, that 
a great many old people are being certified unjustifiably merely to obtain for them a 
place where they can be cared for. From the figures given to the Committee, in 
answers to the questionnaires, by Medical Officers of Health of county and county 
borough councils, in a total population of 28,446,000 (the population covered by the 
replies) the number of certifications in one year of persons of pensionable age was 
4,498, or rather over one per 1,000 of old people. These figures are interesting and 
seem to put the matter of certification into its proper perspective. The Committee 
has no reason to doubt from its enquiries that where certification has taken place the 
patient has been of unsound mind and the decision to take action has been made in 
most cases as the result of some crisis. The Committee does, however, believe that 
had such services existed as have been described above, or had the patient been 
discovered earlier, it is possible that certification, or indeed admission to a mental 
hospital, might have been avoided in a number of instances. 

29. It has been said that one of the reasons for not certifying an elderly person is 
that the fact of certification reacts very unfavourably on any of his near relatives who 
may wish to emigrate. The implication at least is that immigration authorities in the 
Dominions and in the United States of America will prevent a person from entering 
their country if an elderly member of his family has been certified, even if the reason 
is mental infirmity due to old age, rather than mental disease which might have 
occurred at any age. Enquiries have been made of all the relevant authorities, but no 
foundation can be discovered for such a statement. In few instances are questions 
even asked about the mental health of relatives. Indeed, in one instance it was stated 
than an elderly mentally confused relative himself would be allowed to enter the 
country in question, provided a guarantee was given that the family would look 
after him. 

30. In a similar way it is said that it is impossible to take out life insurance policies 
on normal terms where elderly relatives are known to have been certified. Enquiries 
have been made and the assurances given by the Chief Medical Officers of two large 
insurance companies that this is not the case are confirmed by a letter from the Life 
Offices Association, which states — 

“ The attention of Offices, Members of this Association, has been drawn to the 
suggestions mentioned in your letter of the 16th August, that unnecessary hardship 
is sometimes caused by rating-up proposers for life assurance on the grounds 
solely that some elderly relative has suffered from mental illness. 

“ The Life Offices feel that there is no justification for the suggestions put 
forward. In practice, mental illness associated with a relative’s advanced age is 
not a factor which would normally affect a proposer who is, in other respects, an 
average life.” 

The Committee, therefore, submit that as a general statement on one of the hardships 
brought about by certification it cannot be substantiated. 
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Summary 

31. To summarise briefly their views on the whole subject of the care of the mentally 
infirm aged, the Committee feel that there is no single solution. They have, however, 
been surprised at the apparent lack of available facts and have, throughout their 
enquiry, found the utmost ditficulty in obtaining ideas about the size of the problem, 
about possible ways of improving matters and even about what is being done in any 
particular area. This is not because authorities or individuals have placed obstructions 
in the way of information being obtained. Indeed, almost without exception, the 
Committee have been supplied with such information as was available, even though 
to provide it has entailed considerable work. Each authority seems, however, to know 
only what is being done by itself and is seldom aware of complementary services 
provided elsewhere and by others in its area. In addition, there is still a general 
feeling overall that mental illness is something to be kept secret, with the result that 
advice may not be sought at a sufficiently early stage. There is a stigma attached to a 
mental hospital — and the Committee believe it attaches to the mental hospital itself 
and not only to certification — and greater effort must be made to put mental illness 
into its proper perspective. The public must be disabused of the idea that old people 
sent to mental hospitals necessarily remain there for ever. A glance at the figures 
quoted in Table III will make this clear. It must be' made known that mental illness 
can often be improved, provided the right advice is sought at the right time. 

32. Finally, the Committee wish to make it clear that mental infirmity in the aged, 
in their opinion, is not a subject to be treated on its own and cannot be separated 
from the general care given to people who are old by the various national and local 
health and welfare services, nor from mental health services provided for those of any 
age. 
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MEMORANDUM SUBMITTED BY THE 
NATIONAL SOCIETY OF CHILDREN’S NURSERIES 

1. The National Society of Children’s Nurseries is a voluntary association founded 
in 1906. Its aims are to further the care of infants and pre-school children in this 
and other countries ; to bring together all those interested in nursery provision or 
engaged in nursery work ; to spread knowledge on matters relating to the health and 
well-being of parents and children ; to press for the establishment of nurseries— day, 
part-time or residential for all children who need them. 

2. The Society has taken a leading part in the establishment of children’s nurseries, 
both voluntary and municipal and it speaks, therefore, with authority born of practical 
experience and day-to-day contact with the service. 

3. The Society regards day nursery provision as an extension of the home, necessary 
in many cases if sound family life is to be maintained. 

4. In the nurseries, parents and nurses co-operate in the up-bringing of the children. 
Great encouragement has always been given to the formation of Parents' Clubs. 
Parents and staff discuss behaviour problems, irregularities concerned with feeding, 
tantrums, speech, physical skill, or any emotional disturbance or maladjustment which 
can be detected early in a child’s life. Advice is given to the mothers and appoint- 
ments can be made for her and the child to attend the appropriate hospital or 
psychiatric clinic. 

5. The Society welcomes the present enquiry into the existing law and the admini- 
strative machinery governing the certification, detention and care of children suffering 
from mental illness or mental defects. 

6. This memorandum is limited to observations on the care of children under five 
years of age and emphasises the importance of this formative period, both for normal 
and sub-normal children. No claim can bo made that intensive research has been 
undertaken as such work is outside the normal function of the Society, Recom- 
mendations put forward are, however, based on close observation of day-to-day 
problems which come within the scope of the Society’s work. 



Existing conditions on which recommendations arc based 

7. Figures on the care of the mentally ill and mentally defective are frequently given 
in age groups of 0-16 and over 16 years of age, little attention being given to children 
of 0-5 as a separate age group. Information given by the Ministry of Health shows 
that 356 males and 258 females, of a total of 57,986 mental defectives certified in 
institutions at the end of 1952, were children under five years of age. No similar 
analysis of children not certified but of sub-normal intelligence is available— this 
makes it impossible to estimate the extent of the national problem, although 60,000 
children of school ago are estimated as educationally sub-normal (Pamphlet 5, Ministry 
of Education) and in addition, 50,000 children are estimated as ineducable (latest 
available figure). 

8. Children under five years of age can be certified, as the above figures (356 males 
and 258 females) show, and can be put into an institution tinder a detention order. 
Once in an institution consent for withdrawal is extremely difficult for the parents to 
obtain, even if originally the child had been admitted at their request. The detained 
child can be moved from one institution to another without the parents’ consent. 

9. Children not under a detention order or certified, may ho found to be sub-normal 
in intelligence by examination in child welfare centres for children 0 -5 years of age • 
through visits of a health visitor to the home of the parents ; on entrance into a 
nursery school between the ages of 2-5 years or to nursery classes at three years of 
ago, when they become the responsibility of the local education authority ; or at 
five years of age when they have to enter the primary school and may be assessed as 

educationally sub-normal and sent to a special school— if one is available or if they 

are assessed to be ineducable they come into the care of the local health authority. 
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10. In spite of the above provisions, a number of children of sub-normal intelligence 
are assessed as such only when entering the primary school. The Society makes the 
following comments. 

11. It is common knowledge that the number of children attending child welfare 
clinics, although very high until the child is 1-1$ years old, drops sharply after this 
age. 

12. Health visitors, whose knowledge and help would be valuable in persuading 
the parent to seek specialist advice, have no right of entry into a private home and 
the average case-load is often too heavy for satisfactory inspection. In Worcestershire 
(see Medical Officer of Health’s Report, 1953) 1,983 children under five years of age 
were never visited by health visitors who had to limit their calls to the most urgent 
cases. In the same year, in November, most of the health visitors were relieved of 
the duty to visit all female defectives over five years of age, a mental health worker 
being appointed for this work. 

13. One important county council reported that the number of houses to which the 
health visitors failed to gain admission was between 1,500-2,000 in 1952. The visits 
of the health visitor, therefore, do not constitute a sure method of detecting backward 
children. 

14. Entrance to the nursery school at two years of age might help in the early 
assessment of the defective, but with 427 nursery schools only in the whole country, 
the contribution they make either in assessment or in offering facilities to the higher 
grade defective under five years of age is small. 

15. In the 1953 report of the Medical Officer of Health for the City of York, it 
was stated that by the time children enter school at five years of age 20 per cent, have 
defects, other than dental caries ; whether the defects are physical or mental is not 
specified, but a proportion of both can be assumed. In Birmingham, of 194 cases of 
mental deficiency in 1953, 186 were brought to light through the local education 
authority and eight through other sources ; on the other hand, of 14,781 children 
examined at child welfare centres only 43 were assessed to be mentally backward. 

16. The fullest co-operation of the parents, particularly in rural areas, should be 
sought ; more encouragement must be given to them to disclose that they suspect 
their child may be mentally defective. The popular idea, not entirely ill-founded, 
that such children may eventually be put under a detention order and separated from 
the family and from parental care and responsibility, may cause parents to conceal a 
defective rather than to seek advice. 

17. The lack of respect for the rights of the family and the present restrictive 
provisions lead to resistance to classification and even to investigation. This is 
particularly so with the higher grade defective and until this is considerably changed 
there can be no real advance. 

18. The National Society of Children’s Nurseries proposes therefore that : — 

(c) A change of method in the assessment of defectives be made ; encouragement 
for more than one opinion be sought, in fact offered ; both admission and 
release of child under five years be voluntary and no transfer of child be made 
from institution to institution without the co-operation of the parents. The 
Children and Young Persons Act covers all children where negligence is proved, 
therefore no special powers are needed in respect of the ordinary mentally 
defective child than in respect of a child suffering from any other disability. 

(b) Public opinion be educated to recognise that the mentally ill are no more of 
a disgrace to a family than the physically ill. 

(c) Doctors and educational and health service personnel should explain to the 
parents as far as possible the methods used in testing and thus gain the 
confidence of the parents. 

Assessment of children under five years of age 

19. Where children under five years of age are known to be sub-normal it is 
important to bear in mind that detention of any kind is, strictly speaking, unnecessary, 
although advisable in some cases. The National Society of Children’s Nurseries feels 
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it extremely dangerous to label children under five years as mentally defective or even 
mentally sub-normal. Many factors such as deafness, partial blindness, emotional 
disorder, cruelty, can all retard development, yet if the conditions are changed, marked 
progress can be recorded in the child, both physically and mentally. 

20. Considerable research and scientific progress has been made on the subject of 
mental and emotional disturbances over the past 20-30 years, and is arousing a general 
awareness of the need for very careful assessment of the causes and possible cure of 
seeming mental deficiency. A clinic to which parents can take their backward and 
mentally defective children of five years of age and under has been set up in the Child 
Guidance Department of a London hospital. In the short period that the service 
has been run of 104 cases referred to the Clinic, only 54 children were diagnosed as 
being mentally defective ; the remaining 50 included cases of previously disturbed or 
badly damaged children who required, in some cases, day care and in others, 
residential care, but not of the character of a colony for mentally defective children. 



21. Two examples supplied by a matron of a day nursery illustrate the need for 
careful assessment and, also, the value of day nurseries and well trained observant 
staff. Great help can be given in detecting deviations from the normal and in advising 
parents to use further health facilities to obtain specialist advice. 

Child J. G. 1. came to the nursery as a premature baby, the last of a large 
and poverty stricken family ; the parents were physically handicapped, the father 
partially blind and the mother crippled and very delicate. The other children 
were normal, attractive looking and those still at home wore intelligent and well- 
behaved. J. developed rather slowly but was physically healthy and by the age 
of three was normal in muscular activity, but seldom spoke. Soon after his 
third birthday his mother reported that ho was very aggressive and destructive at 
home, noisy and defiant, and “ so different from our other children Six 
months later reports of his behaviour at home grow worse. At the same time, 
in the nursery, he had been moved up into the 3J-5 age-group, where lie could 
not cope with the activities and became very unhappy, destructive, and incontinent. 
Moved back to the 2-3 j age-group, he became once more happy, co-operative 
and controlled. Mother was asked to take J. to the child guidance clinic, where 
he was given an intelligence test and graded mentally defective. The nursery 
matron contacted the clinic, saying that J. was considered retarded, but not 
mentally defective and suggested that the test should be given again, at tile nursery. 
This was done, and J. in a familiar environment, co-operated and gained a higher 
intelligence quotient. At three years, J. was taken to have an intelligence test 
before going to school. J. was graded mentally defective and recommended to 
be sent to a residential institution for mental defectives. The nursery and the 
child guidance elinic protested against this and finally the Medical Officer of 
Health decided that J. might return to the nursery for six months. At the cud 
of this period J, was again tested and detailed reports from the nursery accom- 
panied him, and this time the intelligence quotient grading was over 50. J. lias 
started to attend the local school for the educationally sub-normal, where ho 
seems to be very happy. He is also treated better at home. 



Child R. IV. R. was a very beautiful, well-developed child, but could not 
speak except to say “ M-m-m ” (for Mummy). A report from local authority 
declared him to be feeble-minded, destructive, and unable to feed himself, played 
with fire, etc. At the nursery R. was found to be very gentle and affectionate, but 
for weeks he did little except stand and cry for his mother. She was unmarried 
The nursery never found him destructive or aggressive. He developed all the 
physical skiff normal for his age by the time he was 3 J, but when moved up into 
the 3J-5 age-group he was obviously unhappy and became Incontinent again, so 
was put back into the 2-3i age-group. A local authority inspector came to see 
R. and wis astonished and pleased to see how normally lie behaved at the nursery. 
R. was called to the County Hall for an intelligence test. Matron took him with 
his mother s consent. He became completely silent on arrival and. as the test 
was administered in a formal way in very forbidding surroundings, he made no 
response whatever and was graded mentally defective. Matron did not accept 
that verdict and after a full report from the nursery R. was graded educationally 
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sub-normal and sent to a school for the educationally sub-normal. He has been 
there two years and made excellent progress ; he has won prizes for improvement 
in speech and sports. At an occupation centre, he would certainly have imitated 
the other children. 

22. In London “ 63 children were placed in institutions by their parents under 
Section 3 of the Mental Deficiency Act, 1913. One child for whom such care was 
requested was found on examination to be educable ”. (London County Council 
1953 Health Report.) 

23. Dr. Somerville Hastings drew attention to the number of children in institutions 
for the mentally defective who had been proved to be suffering from deafness only, 
and called for examination by aural specialists on admission and repeated examination 
at least once in five years. (House of Commons, 10.7.54.) The Minister of Health 
in his answer expressed confidence in hospital medical staff and their use of improved 
technique. 

24. Recent articles in authoritative professional publications have indicated the 
growing uneasiness at the predictive value of intelligence tests ; the lack of confidence 
in the formal use of such tests, and of an assessment based on any single test. 
Attention is being turned to the need for greater use of professional psychologists. 

25. The importance of early assessment has been recognised by the London County 
Council, who set up a special welfare clinic for mentally backward children under 
five years of age in East London during 1953 as an experiment. “ Sessions were held 
once a month, when a medical officer, experienced in mental deficiency as well as 
maternity and child welfare, attended. She was assisted by a social worker and a 
nurse. In view of the success of this service, the Council decided to provide similar 
clinics in other parts of London.” 

26. On the above information on the assessment of children, the National Society 
of Children’s Nurseries recommends : — 

(a) No assessment of a child’s mental and intellectual capacity shall be made before 
the age of five years, thus avoiding certification and classification of child as 
mentally defective at such an early age. 

(/;) That examination of the child and the advice to the parent shall be frequent, 
with more than one specialist examining, thus preventing physical defectives 
of normal intelligence being detained in institutions for mental defectives and 
to allow for re-assessment as the child develops. Children suspected of being 
sub-normal and requiring any form of institutional care should not receive, 
under any condition, final classification. 

Provision for mentally retarded children 

27. The above observations and proposals in no way obviate the need for residential 
care, although a fresh approach to type of care and the restrictions is indicated. 
Various authorities report a shortage of residential accommodation, for example, 
Manchester reports three cases of mentally defective children under 16 waiting for 
admission to hospital ; Birmingham has 153 such children awaiting admission to 
institutions. 

28. The London County Council reports (extract from the London County Council 
Medical Officer of Health’s Report, 1953) “ the increased delay in securing admission 
has resulted in a considerable number of mentally deficient persons being retained in 
establishments provided under the National Assistance Act and the Children Act 
and in other accommodation to the detriment of the other persons accommodated. 

It has been impossible to secure the prompt removal of a number of children from 
accommodation in which their behaviour has constituted a danger to other infants 
and young children. No fewer than 22 patients died whilst awaiting vacancies in 
institutions, 19 others while waiting for admission to the Fountain Hospital. Other 
patients had to remain at home in circumstances of great stress to their families”. 

29. Hilliard and Mundy (The Lancet , 25th September, 1954) state that 9,000, 
including many children urgently needing care, are awaiting admission. 
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30. No sub-division is made of children 0 -5 years of age in these three examples, 
but the shortage of places for mental defectives is obviously acute (or this age group 
also. Serious concern is felt by parents waiting for accommodation for low-grade 
children, whilst complaints of high-grade adolescents and adults being unnecessarily 
detained are frequent. As far back as 1935 England and Wales had the second 
largest incidence of mental defectives in institutions in the whole world. 

31. The proposals on residential provision are as follows : — 

(rt) In order to avoid where possible residential care every facility shall lie given 
the parents to enable (hem to keep (lie child at home if desired and if not 
detrimental to the family ; for example, laundry services for the incontinent 
(Birmingham) ; home help schemes ; day services for other children of family, 

(b) Where residential care is agreed to be the best solution, children under live 
years of age shah be accommodated in wings of the normal hospital services 
under the National Health Service or in special residential nurseries under the 
Children Act. Frequent visits from parents should be made possible and 
encouraged. 

(c) High-grade adults should be re-assessed and transferred to residential hostels, 
with a view to their being discharged, thus releasing accommodation urgently 
needed for low-grade children, 

(r/) Short-stay residential care should be made available to relieve the mother for 
a period and to help during family crises. Although this is a permissive power 
under the Ministry of Health Circular 5/52, the service is not, by any means, 
offered in all localities. 

32. Examples of short-stay accommodation are as follows : — 

London — 65 patients were admitted to hospitals under the provisions of the 
circular for an average period of live weeks each, the greater majority of these 
being admissions of children to the Fountain Hospital. This relief has generally 
been provided for children already awaiting permanent admission to hospital, 
thus breaking the long waiting period before admission, besides covering the 
actual emergency. 

Leeds offers facilities during domestic crises. 

Bristol provides short-stay accommodation during illness in family ; when 
mother is in urgent need of holiday ; or because defective needs treatment. This 
service is particularly welcomed by parents who do not want children admitted to 
institution for permanent care. 

In Lancashire (Medical Officer of Health’s Report, 1953), use is made or the 
short-stay home of the National Association for Mental Health ; 55 county 
children, for periods of one week to twelve weeks, were accommodated in 1953 and 
paid for by the local authority where necessary. 

In Essex defectives needing short-stay care are placed not in institutions, but in 
appropriate surroundings at the expense of the county council. 



Day-care 

33. It is assumed above that none but the most desperate cases will become full 
residential cases. This should leave a greater proportion of mentally retarded children 
in their own homes. Suggestions for day-care are made on the assumption that the 
development of backward children, which will bo slow, calls for an extension of 
provision to make possible the development of such faculties as the child possesses, 
despite the handicap. 



■ 3 f TJ le Parliamentary Secretary to the Ministry of Health in answer to a question 
in the House of Commons, March 1954, revealed that 37 out of a possible 146 local 
health authorities have no training schemes for mental defectives, either in occupation 
centres or in the children’s own homes. This being so for mental defectives of all 
ages, it can be assumed that provision for children under live years of age is negligible 
yet public and professional opinion recognises the age 0 -5 years as the important 
formative period. J 
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35. The proposals on day-care, therefore, are as follows : — 

(a) Extension of day-care services such as day nurseries and nursery schools 
should be made, the higher-grade defective to be admitted to the normal local 
authority services. 

(b) Where the low-grade defective is at home, day nurseries and nursery schools 
should admit other normal children, to relieve the mother to give greater 
attention to defective, and to remove normal children from defective for part 
of the day. 

(c) Special day-care services should be provided for children 0-5 years of age, if 
of low-grade deficiency. Pressure should be brought to bear on local authori- 
ties to use to the full their present powers to set up occupation centres and 
home training schemes. Such powers to be fully effective should be made 
mandatory. 

Examples of such day-care services are as follows : — 

Leeds (Medical Officer of Health’s Report, 1953) offers home training or 
opportunity in occupation centres to keep mentally handicapped children 
at home and to avoid the use of institutions for all but the lowest grade. 

East Leeds has an occupation centre with a special nursery department 
for children up to five years of age. 

West Leeds has a special unit for children with cerebral palsy and other 
severe physical disabilities. A physiotherapist visits regularly. Occupation 
centres cover age range 2-) -65 years. Children under five years are admitted 
after consultation with the School Medical Officer. Small children under 
five years acquire rudiments of social behaviour and of good habits and are 
better able to profit from the training at the occupation centres than those 
who enter later. 

Staffordshire (Medical Officer of Health’s Report, 1953) reports that 
residential care is the last resort, but that every effort is made to accommodate 
children in occupation centres to enable the defective to remain in the 
community. 

(d) Advice centres should be made available for parents where they can discuss 
with a psychiatrist experienced in mental deficiency their difficulty with their 
individual children. 



Summary 

36. The National Society of Children’s Nurseries desires to put before the Royal 
Commission for their consideration, the proposals summarised below : — 

(i) Encouragement should be given to parents to seek advice early, for this 
purpose methods of assessment and regulations governing treatment should be 
reviewed. 

(ii) There should be no assessment before the age of five years, thus avoiding the 
certification and classification of young children as mentally defective. 

(iii) Frequent examination should be made by more than one specialist, thus 
allowing for revision of assessment. 

(iv) Every facility should be given to parent to keep child at home and that where 
residential care is the best agreed solution, the service shall be within the 
provisions laid down in the National Health and Children Acts. 

(v) Short-stay residential accommodation should be made available where needed 
to relieve the family. 

(vi) Day-care services such as day nurseries and nursery schools should be provided 
for the higher grade defectives ; and special nurseries and nursery schools 
should be set up for lower grades under the respective Acts of Parliament. 
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37. The National Society of Children’s Nurseries realises the importance of special 
consideration for young children who come within the terms of reference of the 
Commission, and presents this memorandum re-emphasising the importance of the 
influence of emotional disturbance and social maladjustment. 

38. The Society notes that the Joint Expert Committee convened by the World 
Health Organisation claims in “ The Mentally Sub-normal Child ” that “ the very 
great majority of the sub-normal arc of mild grade and potentially capable of being 
taught to make a fairly adequate social adaptation in appropriate circumstances ". 
The National Society of Children’s Nurseries is in total agreement will) the call of this 
Committee for “ early diagnosis followed by prompt remedial measures ” and for 
every effort to be directed to prevent all but the gravely sub-normal “ from being cut 
off, by the special provision made for him, from itis family, from other more normal 
children of his own age, and from the community in general 



MEMORANDUM SUBMITTED BY PROFESSOR L. S. PENROSE, E.R.S. 

1. Although I have had the opportunity of contributing indirectly to the memoranda 
(from the Royal College of Physicians, from the Royal Medico-Psychological Associ- 
ation, and from the British Psychological Society) which have been submitted to the 
Commission, there are one or two points which seem to me important and which have 
not, perhaps, been emphasized in these documents. 

2. The first point is that mental deficiency may bo a legal entity, but it is not a 
naturally circumscribed phenomenon. It concerns a heterogeneous group of people, 
who, for a great variety of reasons, medical or social, require care and control, or 
are thought liable to require such attention. While working for the Medical Research 
Council between 1931 and 1938, 1 had the opportunity to study, from all possible 
viewpoints, over 1,000 institutional cases diagnosed mentally defective. I found 
patients with conditions ranging from that of completely helpless idiocy lo that of 
behaviour disorder associated with scholastic ability equal to, or even above, tile 
average level. The common factor in these cases was that they needed, on account 
of their mental states, some kind of control under medical supervision, usually both 
for their own benefit and for the benefit of other people. The circumstances which 
were connected with this need for control, were related almost always to intellectual 
disability and they had arisen before the age of 18. 

3. Among these certified patients with mental disability of early onset, there are two 
quite distinct classes needing care. The distinction is administrative and it docs not 
arise from the existence of any clear clinical or psychological division in the general 
population, if there is a clear division, it is, in my view, a biological one, differentiating 
the low grade cases, idiots and imbeciles, who are non-reproductivo, from the feeble- 
minded, who are fertile. The administrative difference, howover, is marked by the 
fact that the low grades (corresponding to an intelligence quotient of less than 40) 
require attention on account of physical as well as mental disability whereas the high 
grade group require care mainly for psychological reasons and tend to bo physically 
normal. 

4. Institutional cases, legally defined as defectives, arc about equally divided between 
low and high grade types. This gives a wrong impression about the fequenoy, in the 
community, of those at risk of being certified defective. There are at least three times 
as many high grade as low grade in the community, if judged by scholastic intelligence 
level. If borderline oases are included the numbers at risk of being certified feeble- 
minded become indefinably large and only a very small proportion, e.g., three per cent., 
are ever actually certified. 
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5. Official and unofficial surveys so far available give a very inadequate idea of the 
exact nature of the problem of mental deficiency. To understand the composition of 
institutional populations, all patients should be listed, in the first instance, by age, sex 
and precise intellectual grade. Surely the numerical extent and quality of each class 
of persons to be dealt with should be properly understood before fresh legislation is 
enacted ? 

6. The traditional separation of the two groups, mental disorder and mental defect, 
is, perhaps, convenient but it is difficult to justify scientifically. The distinction is 
largely one of age of onset of first symptoms. An infantile psychosis can lead to a 
state indistinguishable from idiocy of entirely different origin. A patient with long- 
standing psychosis can also reach a condition which is equivalent to mental deficiency. 
The idea that disorder implies recoverability whereas defect does not is unjustified : 
both defect and disorder can be successfully treated. 

7. In some instances, certified patients, their relatives or members of the general 
public claim that the law has been unfairly applied because there is insufficient evidence 
of mental deficiency to justify detention. Under the present legislation this represents 
a. genuine difficulty. It seems incorrect to call a person with an intelligence quotient 
above 70 mentally defective in the ordinary sense of intellectual defect. Nevertheless, 
such a person may require medical supervision and training for quite valid psycho- 
logical reasons and provision should be made for this in any new Act. The intro- 
duction of a category of moral defect was predoomed to failure because there is no 
agreement among psychiatrists about the existence of such a state. 



Conclusion 

8. In view of these considerations, it would seem logical to define the class of 
defectives entirely operationally ; that is, those deemed to be in need of medical care 
by reason of mental disability arising not later than the age of 18 years, or at any 
other age which it is found convenient to specify. 



MEMORANDUM SUBMITTED BY Dr. C. A. H. WATTS, M.D. 



1. It is with considerable diffidence that I, a general practitioner, venture to submit 
a memorandum to the Royal Commission on the Law relating to Mental Illness and 
Mental Deficiency. It is, however, in most cases the general practitioner who makes 
the diagnosis which sends the patient to the mental hospital, and it is he who receives 
l lie convalescent on his return from the institution. It is he, far more than the 
specialist, who hears the views of the relatives while the patient is away, and it is to 
him that the patient usually unburdens himself on recovery. The general practitioner 
sees mental illness at a different angle from the consultant, and he is perhaps more 
aware of how the patient and his family react to the machinery of certification and the 
treatment of mental illness. It is with the family background of the patient ill mind 
that 1 put forward a plea for some modification of the present system as 1 see it. 

A plea to facilitate early diagnosis and treatment by the establishment of adequate out- 
patient, departments in psychiatry at all general hospitals. It should also be possible jor 
certain psychotic patients to be admitted to an observation ward at a general hospital, 
and later to be transferred to a mental hospital if need be. 



2 It is axiomatic that the earlier a diagnosis is made, the more likely the treatment 
is to be effective ; and that all patients should be encouraged to apply for treatment 
as early as possible, if early treatment is to be obtained, it is essential that a patient 
can easily be passed on from his general practitioner to a psychiatrist. It is also 
essential that urgent consultations should be possible, either at the general hospital, 
or at the patient’s own home. Under present conditions in some parts of die country 
it is virtually impossible to get a domiciliary consultation. The importance of 
obtaining a second opinion is not only to confirm the diagnosis, but far more 
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important, it is essential to convince the patient that the specialist is to be trusted and 
is likely to help his condition. Without the establishment of adequate rapport, any 
treatment can be very difficult. A patient may in fact agree to anything during a 
brief interview, in order to get away from the psychiatrist, but on reaching home he 
strenuously refuses to follow any of the advice which was given. It is in most cases 
a great consolation to the patient if he has some acquaintance with a doctor in the 
institution in which he is going to stay, as is usually the case in general medicine. 
Familiarity with the personnel or with a mental hospital itself may soon reassure the 
patient ; but to say that there is no stigma attached to mental hospital treatment, and 
to suggest that the average ignorant and inexperienced member of the general com- 
munity should be educated (by whom is never specified) to go cheerfully into such an 
institution, is to ignore all evidence and reason. This fear of stigma makes many 
patients reluctant to accept hospital treatment when they most need it. This could be 
overcome in most of the early cases by the patient consulting the doctor who is likely 
to be responsible for his treatment, but the consultant must have time to give the 
patient the necessary confidence in him. 

3 The provision of adequate psychiatric out-patient departments in general 
hospitals would improve the mental health services in more ways than one. Not 
only would patients more readily accept early treatment and so reduce the time tor 
recovery ; but also many conditions could be treated entirely as out-patients. M° s *- 
neuroses and early depressions need never occupy a bed in hospital, and out-patient 
treatment is much less disrupting to the family unit, as well as bemg less costly to the 
community than in-patient treatment. 



4. Patients who are in need of hospital treatment can be divided into two categories, 
the overt psychotic and the early case. There is rarely much difficulty m the case or 
the obviously insane, as the relatives are only too pleased to co-operate, especially 
in these days when one can usually tell them that the patient is going to have treat- 
ment. In the very early case the necessity of hospital treatment may be obvious to 
the doctor long before the family has been persuaded to give its consent. If such cases 
could be admitted first of all to the observation ward of some general hospital tor a 
few days before transfer to the mental hospital it would be much easier to get the 
necessary consent. It should also be possible for certain patients to be sent, not to 
the local mental hospital, but to one far distant if so desired. A local public figure 
who wishes to enter a mental hospital for the treatment of strong homosexual feelings 
is unlikely to do so if he must inevitably take his treatment where other patients and 
their visitors from his home district are likely to see him and to speculate on the 
nature of his trouble. The social implications of mental hospital treatment are too 
great to be ignored by the average patient, except in desperate situations. Adjustments 
should be made so that early treatment, before the situation has become desperate, 
can be accepted. 



A plea for greater liaison between relations of the sick and the doctors in the hospital, 
and between the hospital and the general practitioner on discharge. It is also urged 
that the onus of discharge should rest on the specialist and not on the relations and the 
general practitioner, as it can be when the patient is sent home on trial. 

5. At present hospitals exist where the relatives may not ring up and enquire about 
the patient, and the visiting hours are very limited, and where it is impossible for the 
relative to talk to a responsible member of the staff during visiting hours. When one 
considers how distraught a family can be when a member thereof is committed to a 
mental hospital, it is quite wrong to be cut off from making enquiries. It was at one 
time considered unnecessary and upsetting for children to be visited m general 
hospitals by their parents. Now it is realised that such facilities are essential for 
recovery, and psychiatric minded doctors were in the forefront of the campaign to 
promote such visiting. The psychotic patient is very liable to feel unwanted and 
unworthy and apparent abandonment by the relatives does not enhance his self- 
confidence. 



6 It 'S important to educate the relations as to how to deal with the patient, and 
a doctor should be available to answer any of their questions, and to explain to them 
how to handle the patient on his return home. It is almost as important to treat the 
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relations as it is to treat the patient. Discharge under Section 72 of the Act could 
often be circumvented by a tactful word with the relations. If necessary, the family 
doctor could be asked to reinforce the views of the consultant so that the necessary 
period of treatment should be completed. In no branch of medicine is co-operation 
between the specialist, the general practitioner and the family more important, and at 
present there seems to be little in the machinery of organisation to promote this. 

7. Under the present system patients are released for a probationary period and it 
then rests with the spouse or the relations to decide whether the sick person has 
really recovered or must return to the hospital for further treatment. As the patient 
who has not fully recovered quite often spends the whole period of probation 
threatening what he will do if he is sent back, the family can be greatly perturbed. 
What with conflicting emotions, the fear of social repercussions, a complete lack of 
special knowledge of the subject, they are indeed in a quandary. A simple alternative 
c ® u id be as follows. The patient should be released as before, but with instructions 
that he should return to the hospital or some out-patient department to see the 
specialist in charge of the case, before his discharge becomes final. Naturally the 
consultant would take into account the views of the relations, and if necessary those 
of the family doctor. 



A plea for the follow-up of patients after discharge 

8. On discharge from hospital the general practitioner should be told briefly the 
diagnosis, the prognosis, and anything he can do to help. There is no need for a 
long confidential report. It would be a great help if a health visitor trained in mental 
health could visit the discharged patients in their own home until recovery was 
complete. Recovery from mental illness is not coincident with discharge from a 
mental hospital. The delicate operation of adjusting the patient to the home environ- 
ment has still to be accomplished. It takes a variable length of time before self- 
confidence returns. There may be residual symptoms and then both the patient and 
the family have to learn to live with them in much the same way as the amputee makes 
his adjustments. The average patient discharged from a mental hospital needs more 
after-care than the average surgical patient. As things stand at present he usually 
receives far less. Few surgeons would fail to see their patients at least once after 
discharge from hospital. This should be done by the psychiatrist or his representative. 
Such action would help the convalescent to adjust. Approval of progress made would 
do much to encourage recovery and to prevent regression. 



SUPPLEMENTARY MEMORANDUM SUBMITTED BY THE ASSOCIATION 
OF MUNICIPAL CORPORATIONS 

In response to requests made by the Commission in the course of oral evidence on the 
fourth day : Questions 762, 784, 855 and 867 refer. 

1. When representatives of the Association gave oral evidence before the Royal 
Commission they were asked to obtain further information on certain points. 

A. The adequacy of the present training of duly authorised officers and the need for 
any alteration in the present training , including a note of any syllabus of training suggested. 

2. The present situation with regard to the training of duly authorised officers is 
most unsatisfactory. In most places training is non-existent, and there is an urgent 
need for a definite course to be brought into being. A roll should be set up to which 
existing duly authorised officers on an appointed date should be admitted, but after 
tliis appointments should only be filled by persons trained under the new regulations. 
The syllabus of training should.be drawn up by a joint committee of the Associations 
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of local authorities assisted by technical advisers. The course of training should last 
at least a year. The candidates chosen should be selected because of their character 
and personality rather than their educational background, and caro should 1?e taken 
to secure applicants who arc temperamentally qualified for this special type of work. 

3. The responsibility for the training should rest with the major local authorities, 
who would organise and administer the course in much the same way as they train 
health visitors and sanitary inspectors. The trainee should be attached to the mental 
health department of the local authority, and for a large part of his course would be 
attached to qualified and experienced duly authorised officers. For at least three 
months, and preferably four to six months out of the 12 months, ho should be attached 
to an institution. For half of this three to four months he should be attached to a 
mental hospital, and for the other half to a mental deficiency institution and during 
this period should receive appropriate tuition from the medical and nursing staff of 
the institution concerned. 



B. Whether the principle of Section 3 of the Mental Deficiency Act should he extended 
to allow parents to place feeble-minded defectives over the one of 21 in a mental deficiency 
hospital or under guardianship. 

4. The association agree that Section 3 of the Mental Deficiency Act should he 
extended to allow parents to place feeble-minded defectives over (he age of 21 in a 
mental deficiency hospital or under guardianship. A safeguard suggested is that the 
certifying certificates should state that “ it is desirable in the interests of (lie defective 
that lie be admitted ", The reason for this is that, if Section 3 were to be widened 
without a safeguard, there might be danger that the parents or guardians of feeble- 
minded persons might attempt to place them in an institution when in fact (hey might 
be better placed in hospital or under guardianship earning their living in the community. 
.It should he borne in mind that the position of the upper age limit under Section 3 
results in feeble-minded defectives of 21 years or over having to he certified if they are 
to receive institutional care, whereas idiots and imbeciles may be placed without 
certification. It must also be remembered that there is still a great deal of prejudice 
on the part of parents against what they consider to be the stigma of certification. 



C. The amount of control to be exercised over defectives under supervision by heal 
health authorities, it was suggested that it may he necessary to relv more on nun- 
institutional care and supervision in the future than in the past and. therefore , the question 
immediately arises as to how strict or how loose the control should be. 

5. Local authorities should have the power to supervise defectives, but they must 
have considerable latitude to decide the amount and type of supervision necessary to 
safeguard the interests of tile community and the defective. The efficiency of super- 
vision by local authorities would in many cases depend upon the possession ol'sa notions, 
especially as many defectives are not amenable to suggestion and education. At 
present, the sanction in the case of those on licence is return to an institution, and it 
is felt that at least in the last resort the local authority should have powers to return 
or send the defective to an institution if supervision at home is insufficient. Super- 
vision is more important than control, as the relationship between the defective and 
the local authority amounts to that of parent and child. The local authority looks 
after the interests of the defective and exercises supervision, not to control the move- 
ments and activities of the defective but to enable him to obtain the utmost possible 
from community life and to prevent his exploitation. It would be advisable for local 
authorities to have the power to limit the entry of defectives into certain occupations 
e.g., as a barman or barmaid, or involving excessive hours or danger without adequate 
safeguards. 



D In the Association s memorandum , it was suggested that local health authorities 
should be empowered to provide hostel accommodation for mental defectives under 
statutory supervision who arc without suitable homes , and to provide ' the necessary 
facilities for rehabilitating the defectives admitted. Representatives of the Association 
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suggested that there should be hostels for the observationof doubtful casesand for the 

sZe^ta^TTuTd^ con f used P™™- The Royal CommissioTcxpressad 
some doubt as to the need for these recommendations as they had been informed that 
local authorities have such power under the National Health Service Act * 

. 6. It must be remembered that there are many defectives in mental deficiency 
institutions who are there solely because they have no home“o^o to and haw 
consequently become permanent residents in the hospitals It is essential that such 
use as is possible should be made of available manpower in ^ ft? <S5£ ^ and ’ many 
th? h S +K de defe £ tlves could perform certain useful work. If hostels were provided for 
these they could render a useful service to the community and to o wn iZ might 

coiSderabk doubt as to ‘° ““^tion that many local Sorities have 



LETTER SUBMITTED BY THE BRITISH MEDICAL ASSOCIATION 
supplementing the evidence recorded in the Minutes of Evidence for the Twenty-Sixth Day. 

On the instructions of the Representative Body of the British Medical Association 
the Council of the Association has given further 

52f TI a ^? ISS1 , ons under the Lunacy Act, with particular reference to pSaph 64 
of the Association’s memorandum of evidence. paragrapn 04 

The Council wishes to stress the desirability of the mental welfare officer when 

P^Srsp^iSmiy hlve^ven. 0 ^ *° * he ° pi “° n and advi “ a 

Wh ° aCtS Contrar ^ t0 such a ^e should put 
In this connection, the Council at its meeting on Wedne^rlnv 1 d+h riooomhor 

“ofagto. PraCt “ 10ner ’ he “ be reduked to re P”‘ MM reasonsTfor 
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SUPPLEMENTARY MEMORANDUM SUBMITTED BY THE BRITISH 
PSYCHOLOGICAL SOCIETY 

in response to a request made by the Commission in the course of oral evidence on the 
Seventeenth Day : Question 3296 refers. 

Regional Diagnostic and Training Centres 

1. On January 18th, 1955, the Royal Commission examined witnesses from the 
British Psychological Society, and during the course of evidence a member of the 
Commission asked that we should supply some further details regarding part of our 
memorandum. 

2. In paragraphs 24 to 28 of our memorandum, printed with the evidence for the 
Seventeenth Day, it is argued that in future all those considered for certification as 
feeble-minded should be sent to Regional Diagnostic and Training Centres before any 
certification can take place. The Royal Commission devoted considerable time to 
discussion of this suggestion, and we were asked to estimate how many beds would be 
needed for such a scheme to become practicable. A very rough estimate of 1,400 
was given and it was at this point that a member of the Royal Commission asked us 
to give a more exact estimate in writing later. (Seventeenth Day of Evidence, 
p. 629, Q. 3296.) 

3. There are two available methods for such an estimate ; first, the Ministry of 
Education’s report (for 1953) shows that roughly 2,400 educationally sub-normal 
children leave school annually on attaining the age of 16. Further, probably some- 
thing like 1,500 per year of those who leave ordinary schools (mostly from “ C” 
streams) would be classified as educationally sub-normal if vacancies were available. 
These 3,900 per year could mostly be shown to conform to the current definition of 
mental deficiency in general, and of feeble-mindedness in particular. Fortunately, 
however, nothing like this number become “ subject to be dealt with ” under the 
Mental Deficiency Act. 

4. We have had some correspondence with the Youth Employment Service of the 
Ministry of Labour who estimate that something like 10 per cent, of educationally 
sub-normal school leavers constitute serious employment problems. Another view is 
that a further 25 per cent, are in need of help and training before becoming competent 
socially. Thus, roughly 35 per cent, of 3,900, i.e., between 1,300 and 1,400, would 
need training and treatment in most cases for a year in the suggested Regional 
Diagnostic and Training Centres. This method of estimate, however, cannot be 
regarded as very exact because of its considerable dependence on personal opinion. 

5. The second and more accurate way of assessing the number of places needed, is 
to examine the Registrar General’s Supplement on “ General Morbidity, Cancer and 
Mental Health ” for 1949, or the Annual Reports of the Ministry of Health. These 
show that in recent years there have been 3,300 to 3,400 new admissions (excluding 
those to Rampton) annually. Surveys such as those quoted in our memorandum 
indicate that between 50 and 60 per cent, of institutionalised cases are of feeble-minded 
grade. There is, however, reason to believe that within the last year or two an 
increasing proportion of lower-grade patients has been certified. Thus, it is reasonable 
to estimate that not more than 50 per cent, of newly certified patients at the present 
time are feeble-minded. Fifty per cent, of 3,400 is 1,700. This, then, is probably a 
fairly accurate estimated of the number of places needed in the Regional Diagnostic 
and Training Centres, assuming an average stay of one year per person. There is 
good evidence that many of the feeble-minded will respond to training and treatment 
within such a period, and it is considered, therefore, that certification could be 
altogether avoided in a large number of cases. 
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SUPPLEMENTARY MEMORANDA SUBMITTED BY THE COUNTY 
COUNCILS ASSOCIATION 

in response to requests made by the Commission in the course of oral evidence on the 
Fourteenth Day : Questions 2779 and 2871 refer. 

I. Suggested form of “ detention order ” for use in connection with paragraphs 18 and 19 
of the memorandum of evidence submitted by the County Councils Association 

TO The Person in charge of the Hospital being a hospital 

designated^) by the Minister of Health for the purpose of Section of the 

Act, 19 



WHEREAS one (AB) of has been brought before me> 

the undersigned, one of Her Majesty’s Justices of the Peace in or for the 
of 



AND WHEREAS I am satisfied that the said (AB) is suffering from UlnessO) of 
such a nature that it is expedient in the interests of his own welfare( 3 ) that he should 
be admitted to hospital for observation, care and treatment, 

AND WHEREAS I am further satisfied that the said (AB) is for the time being 
incapable of forming a rational^) judgment as to the desirability or otherwise of his 
bemg so admitted or of his undergoing such care and treatment THESE are therefore 



to require you the said to receive the said (AB) into your 

said hospital and there detain him for a period of not more than six calendar months* 

GIVEN under my Hand this 

da y One thousand nine 

hundred and 



MiristV Of Hepfth 1 t I amending legislation provision would be made for the 

®^ e 06 a ^ h . ospltaIs ( and also wings of hospitals and observation 
been obtlkie? d * reCe ™ “ d detam patlents m respect of whom a detention order has 

“ l S „H eflne<? - y Secti S? I 9 ° f National Health Service Act, 1946, as including 

mental illness and any injury or disability requiring medical or dental treatment or nursing ”, 

™uld, in the view of the Association's witnesses, include cases where a patient’s 
2^°“ “nstdered n ecessa ry for the safety of others-since it would ctearly be 
a. 0 the pat ! ent s “terests to allow him to remain at large if there were a danger 
that he might cause injury or harm to others. ^ 

fmil!',!!!'? 9 1 ? ® x P res f'° n “ volitional ” has been studiously avoided. “ Incapable of 
^ tl -° na M ud ?. n, f nt ™ uld 11 ,s thought, cover the case of a patient who violently 
of' expressing volition ^ ° 3 hospItal ~ and who mi S ht t0 that extent be regarded as capable 



Printed image digitised by the University of Southampton Library Digitisation Unit 



COUNTY COUNCILS ASSOCIATION 



1357 



XI. Provision of hostels for high-grade mental defectives 

1. In paragraph 110 of the memorandum of evidence submitted to the Royal 
Commission by the Ministry of Health and the Board of Control, reference was made 
to the desirability of some public authority providing in towns and villages homes for 
mental defectives who, although they cannot be looked after in their own homes or 
are homeless, are nevertheless of stable temperament and do not need more medical 
care than can be given by a general practitioner. The suggestion was made that the 
provision of such homes or hostels would enable these defectives to live in the general 
community, provided they received the same degree of supervision as was given by 
local health authorities to defectives living with their families, and that they might 
attend occupation centres for training and perhaps obtain suitable employment, either 
nearby or in the home or hostel itself. 

2. The Association, in paragraph 48 of their memorandum of evidence, welcomed 
the suggestion that such homes and hostels should be provided— more especially for 
children reported to local health authorities under Section 57(5) of the Education 
Act, 1944, who were either homeless or without suitable homes — but expressed the 
view that there would be relatively few areas where the number of defectives fulfilling 
the conditions suggested by the Ministry of Health and Board of Control would be 
sufficient to justify the expenditure involved. The Association expressed the view that 
the responsibility for providing any such homes and hostels ought essentially to rest 
with Regional Hospital Boards as the authorities administering mental deficiency 
institutions— one of their reasons being that it was necessary to maintain the closest 
possible link between these institutions and any homes or hostels which might be 
provided. 

3. When the Association’s representatives gave oral evidence before the Royal Com- 
mission it was suggested that hardship might arise if high-grade mental defectives 
were admitted to mental deficiency hospitals solely because of the lack of a suitable 
home in which to live ; and that the provision by local health authorities of hostels 
might do something to prevent such hardship. The Association’s representatives 
doubted whether in fact the number of cases where such hardship arose was as great 
as might generally be supposed. Since, however, they had no statistics which would 
either support their views or otherwise, they undertook to ask a number of county 
councils for their experience of this problem over the last five years and to forward 
to the Royal Commission the information thus obtained. 

4. Eighteen county councils were accordingly asked to supply details of the number 
of mental defectives — and in particular educationally sub-normal children reported 
under Section 57 (5) of the Education Act, 1944, as being likely to require supervision 
after leaving school — who had, during the five years ended 31st December, 1954, been 
admitted to mental deficiency institutions, or recommended for such admission, owing 
to the lack of a suitable home, in circumstances where the provision of hostel accom- 
modation would have enabled them to live in the general community and either to 
attend occupation centres or to obtain suitable employment nearby. 

5. The replies received from county councils are summarised in the appendix to this 
memorandum. 

6. The following observations, which are extracted from replies received from 
county councils forwarding the information asked for by the Association, may be of 
interest to the Royal Commission ; it is stressed, however, that they are the observations 
of officers only and have not been officially considered by the Association, who must 
not, therefore, be taken necessarily to agree with them : — 

(a) “ It would be unwise to give to county councils the powers or the responsi- 
bility of managing hostels for mental defectives. If the control of residential 
accommodation for such persons is split between the Hospital Boards and county 
councils we shall merely have, in a more difficult form, the sort of trouble which 
is already experienced with the Hospital Boards in dealing with bedridden cases 
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in old people’s homes. On the other hand, there is much to be said for the 
WhiCh W ° Uld enaWe ° ther establishments to pass 

SSSSs^^WffSSSSS 

insttoti^ of high-grade defectives in mental deficiency 

The ° n the . mental deficiency hospitals, 

grade dSveTm ?„ fw vo ^ d . be fo congregate into certain institutions low- 
ing staff!” WlUCh mlght wel1 pIace an intolerable strain on the 
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uring the five years in question four children who had been notified under 
Section 57 (5) of the Education Act, 1944, were successfully placed in 
pnvate homes. Three others were placed in residential employment in 
establishments other than private homes, and one is still in a children’s 
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PROFESSOR A. B. SEMPLE, LIVERPOOL CITY COUNCIL 



SUPPLEMENTARY MEMORANDUM SUBMITTED FOR THE LIVERPOOL 
CITY COUNCIL BY PROFESSOR A. B. SEMPLE, V.R.D., M.D., D.P.H., 
MEDICAL OFFICER OF HEALTH 

in response to a request made by the Commission in the course of oral evidence on the 
Twenty-Fourth Day : Question 5045 refers. 



After-care of Educationally Sub-normal School Leavers in Liverpool 

in V : ,^ e following notes on the after-care of educationally sub-normal school leavers 
b ?i rcpared following the Liverpool Corporation’s submission of 
the RoyaI Commission. It has seemed relevant to include an explanation 
°, f c r tem J 0r f leCtms P apds for schooIs for the educationally sub-normal and 
also the procedure for examining and notifying school leavers. 



Selection of pupils for schools for the educationally sub-normal 

^ua Immedl f e | y J befor n the ordinar y scho °l medical examination at eight years all 
children are tested on Burts Reading and Arithmetic Tests. Those who are 20 per 
? r mo re retarded are brought to the notice of the school medical officer and are 
then either examined at once with a view to admission to a school for the educationally 
sub-normal, or else kept under special observation. 

^ ™ ea ? s> ch , ildren needing special educational treatment would 
SIm, ™ t0 L glVe f hem the maximum benefit, but in practice there is often a 

nwfno l be ^ as thTee years ) before admission to a special school, 

owing to the shortage of places. 

system m lts elf is satisfactory and is an improvement on that in operation 
y f r ® ago by which exammation depended almost entirely on the initiative 
and judgment of the head teacher of the child’s school. 



Examination of school leavers 

Ea P h scb0 °! the educationally sub-normal is visited frequently by the same 
H medical officer and each child’s case is reviewed about six months before the 
r 6 ’ b a r the medlcal . officer and head of the school. Where there is any 
i need fo . r notification under Section 57 (5) of the Education Act, 1944, the 
then r«M^ y >°° 8ISt d0 !f A re .assessment of the case. The school medical officer 
notffi °° d * Sam and decldes whether or not to examine with a view to 



lenveri T o SpeCtiVe -i >f notification the cases of all educationally sub-normal school 
Ray S rs t Particularly from the point of view of employment, at a 

and aTnffi^ C f m e v ea A°y the i SCh ° 01 ’ the Chlld ’ s parents > the school medical officer 
and an officer of the Youth Employment Bureau confer. 



Selection of cases for notification under Section 57 (5), Education Act, 1944 

. qc'a v r u m a survey of all educationally sub-normal school leavers in 1947, 1950 and 

until 1 be c?rl Und J l a i ° f , t] 3 e 350 who left. 170 (48-6 per cent.) were notified 
under Section 57 (5) and 180 (51 -4 per cent.) were not. 

• *' iPf th ° se .P 01 nutihed the intelligence quotients of 46 were below 65, but only 
just below in 44 cases, whose behaviour had also been good for a long period and 
whose attainments were fully up to their mental age. Of the two remaining cases, one 
had been ill during the last term and had not been considered by the medical officer 
the other had an intelligence quotient of 56. . 
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Finding employment 

9. If a school leaver is suitable for ordinary employment his name is placed on the 
Youth Employment Bureau’s register and he is summoned for interview, either before 
or when leaving school. He is asked to report regularly until a post is found. Failure 
to report is followed by a postal reminder and, if necessary, home visits. 

10. Where the employment field is more limited, the Youth Employment Bureau 
makes particular efforts to find employment suited to the child’s attainments. Often 
a job is found before the child actually leaves school. 

Record of employment 

11. The following table shows the results of a survey of children who left schools 
for the educationally sub-normal between 1st August, 1949, and 31st July, 1950. Of 
the total of 153, 11 could not be traced. 





Children not notified 
under 57 (5) 


Children notified under 
57(5) 


Total number 


74 


68 


In full employment since leaving ... 


53 


17 


In employment for variable periods. . . 


20 


(half period) 13 
(short periods) 13 


Not worked at all ... 


1 


25* 



* Includes some with chronic ailments. 



The care of notified school leavers 

' 12. The care of children notified under Section 57 (5) devolves, of course, on the 
local health authority in accordance with provisions of the Mental Deficiency Acts. 

13. Regular home visits are paid and non-resident training is available in occupation 
centres. A special feature — the appointment of a full-time employment officer— is 
referred to in the oral evidence given before the Commission. This officer maintains 
full co-operation with the Youth Employment Bureau and adult employment exchanges. 

Further points 

14. While the shortage of places in schools for the educationally sub-normal 
continues to exist it is important that educationally sub-normal children in ordinary 
schools shall have their cases reviewed before leaving, as regards possible notification. 

15. It is known that notification is often delayed or omitted in the case of education- 
ally sub-normal children attending private schools. 

16. In borderline cases some school medical officers may tend not to notify. It is 
felt that the opposite view should be taken in such cases — the child should have the 
benefit of supervision until his social competence is assessed. In Liverpool a formal 
decision to cease supervision of a notified case is made by the health authority when 
that competence has been proved. 

17. The school medical officer should also consult the medical officer of the mental 
health service in doubtful cases. 
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SUPPLEMENTARY MEMORANDUM SUBMITTED FOR THE LONDON 
COUNTY COUNCIL BY Dr. J. A. SCOTT, O.B.E., M.D., MEDICAL OFFICER 

OF HEALTH 

in response to a request made by the Commission in the course of oral evidence on the 
Sixteenth Day : Question 3067 refers. 

1. As promised when the Council’s representatives appeared before the Royal 
Commission on the 8th December 1954, an analysis has been made of the defectives 
under supervision by the Council. The figures, which give the position at 31st 
December, 1954, are set out on the attached statement. 

2. The investigation has shown that a greater number of parents of defectives 
between the ages of 5 and 16 refuse to allow their children to attend occupation 
centres than was thought when the Council’s evidence was under discussion prior to 
submission. Had this been known at the time we should not have stated in paragraph 
57 that “ parents almost invariably are anxious for their defective child to attend ...” 
but would have used some such expression as “ the vast majority of parents are anxious 
. . . This does not, however, affect our recommendation that the attendance of 
defectives at occupation centres should be compulsory up to the age of 16. 

3. A striking feature of the figures in the table is the number of defectives over 16 
who are in employment. This arises, of course, because of the conditions of full 
employment that exist, but a factor also to be borne in mind is the policy of the 
Council of reporting under sub-section (5) of Section 57 of the Education Act, 1944, 
the majority of children who leave special schools for the educationally sub-normal 
at the age of 16. Persons in this group, as you know, are of the highest mental grade 
a local health authority is called upon to deal with under the Mental Deficiency Acts. 

4. I hope the particulars serve to clarify the point raised by the Chairman. If there 
should be any further information which the Royal Commission would like to have, 
please let me know and I will endeavour to supply it. 

Defectives under Supervision of the London County Council at 31.12.1954 

1. Total number under statutory supervision 5,045 

2. Total number under voluntary supervision 1,021 



3. 


Number under 5 years of age 


Statutory 

supervision 

128 


Voluntary 

supervision 

2 


4. 


Number between 5 years and 16 years of age 


801 


10 


5. 


Of those between 5 and 16 years of age — 

Number attending occupation centres 


555 


6 




Number whose parents refuse to allow defective to attend . . 


70 


— 




Number too low-grade to attend 


90 


1 




Number otherwise unsuitable to attend 


60 


2 




Number on waiting list for centres 


26 







Number in employment 


— 


1 


6. 


Number over 16 years of age 


. 4,116 


1,009 


7. 


Of those over 16 years of age— 

Number in employment 


2,871 


915 




Number attending occupation centres 


329 


9 




Number unsuitable to attend (too old, too low-grade, etc.) ... 


431 


61 




Number whose parents do not wish defective to attend ... 


454 


24 




Number on waiting list 


31 


_ 
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MEMORANDUM SUBMITTED BY Dr. R. J. STANLEY, D.P.M., MEDICAL 
SUPERINTENDENT OF MONYHULL HALL HOSPITAL 

in response to an enquiry directed by the Commission to the Medical Superintendents of 
several mental deficiency hospitals as to the use made of the present powers to recall 
patients from licence. 

An Analysis of Residential Licences, Monyhull Hall Hospital, 1949-1952 
Preamble 

1. An analysis of licences granted in the period 1949-1952 is best understood 
against the background of this hospital. A short summary is given here. 

2. The main hospital, with one other hospital of 270 beds, together with three 
hostels and a T.B. centre, constitute one hospital group. There are a relatively 
large number of patients, both on licence and on daily work, entailing a considerable 
amount of clerical work and accountancy. 

3. That this works so smoothly is considered due to the fact that the Hospital 
Management Committee is not carrying responsibility for hospitals of another kind, 
but is able to devote its entire attention to the needs of these mentally defective patients. 

Size. — Males , 679. Females, 459. Total, 1,138. 

4. There are no certified children in the main hospital, but St. Francis Residential 
Special School for 324 educationally sub-normal children is within the grounds. The 
school is run by the Hospital Management Committee in everything save the actual 
teaching staff (23) and the school curriculum, which remain the responsibility of the 
local education authority. The school is recognised, by the Minister of Education, for 
subnormality and maladjustment. The psychiatric services are carried out by the 
hospital. 

5. Less than six children leaving the school are admitted to the hospital under the 
Mental Deficiency Acts each year. 

6. The absence of children, together with the fact that the hospital has been open 
since 1908, may result in our having relatively more old patients in our hospital than 
would be the case in many mental deficiency institutions started in the nineteen-thirties, 
but the proportion of feeble-minded patients in the population is approximately the 
same as that found in other large hospitals of a similar nature. 



Admissions 

7. Admissions are now approximately 110 to 120 a year. 



Medical and psychological staff 

8. Two Consultant Psychiatrists ; one Senior Hospital Medical Officer ; one Senior 
Registrar (Locum) ; one Junior Hospital Medical Officer and one Senior House 
Officer post are on the establishment, but have been vacant for the last three years ; 
one Senior Clinical Psychologist ; two Clinical Psychologists ; one Educational 
Psychologist employed by the local education authority, whose work is entirely at the 
school. 

One Social Worker, who is largely employed on new admissions and the daily licence 
system. 

9. There are about 180 patients at any one time on licence, and the only practical 
solution is to have them supervised by the local health authority. Although this may 
have theoretical drawbacks, in practice it has been found to work admirably, especially 
in the case of Birmingham, where most of our patients are placed. 
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Hasp! tal organisation 

10. Since theaim of the hospital is to enable each patient to go as far along the 
road to self-sufficiency as possible, a sense of independence is encouraged in everyone, 
and no more responsibility than is necessary is taken from the patients. There are 
no locked homes and no formal system of “ ground ” parole is found necessary, all 
patients having it. Individual parole beyond the hospital gates is granted to some 
400 patients (a little over one-third of the population). This works satisfactorily, 
because each patient is made to realise that it is not simply “ a day out ”, but is a step 
forward in personal responsibility. 



Training 

1 1 . As the following analysis will show, temperamental factors are those most 
important in success on licence. An individual therapeutic atmosphere is encouraged. 
For young men it has been found possible to start a special training scheme. They 
both live and work as a group under the day-to-day guidance of the Senior Clinical 
Psychologist. They receive both group and individual psychotherapy, which is the 
most important aspect of this scheme. Formal education is given them, especially 
in the case of high grade men who were previously scholastic failures. These benefit 
most by special methods which arc still in the process of development. There is no 
attempt made to inculcate particular skills, although any boy showing a special aptitude 
is encouraged. Throughout emphasis is laid on the acquisition of good work habits, 
and for this reason, so far as is practicable, work is organised along factory lines, and 
“ out work ” is taken in from local firms. 



Daily licence 

12. As a further measure of personal responsibility, daily licence is used extensively, 
and approximately 180 patients on any particular day are out on daily work in 
Birmingham from the hospital. 

13. On the female side, matron is the person immediately responsible for daily 
licence, and on the male side the chief male nurse has one of the assistant chief male 
nurses employed solely on training duties inside and outside the hospital responsible 
to him. 

14. It is likely that with the acute shortage of labour in this area we are unusually 
well placed, and there are always more openings available than suitable patients to 
fill them. The women are employed in domestic duties and factory work, and 
especially in the various Birmingham hospitals. The men are employed in factories 
and at the Corporation parks and salvage departments. In most cases they are paid the 
normal wage rates. 

1 5. This policy has resulted in the need to engage relatively large maintenance and 
domestic staffs at Monyhull, and there are, in fact, a number of women cleaners 
employed earning the same rate for doing in Monyhull what the female patients are 
doing in other hospitals. In no case is account taken of the patient’s usefulness to 
the hospital when ho is being considered either for daily or full licence. 

16. Practically every patient going on licence has already had experience or work 
under normal conditions on daily licence, and this probably accounts for the fact, 
which will be shown later, that inadequacy at work is a small factor where failure on 
licence does occur. 
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Comments on Table I 

17. In the period 1949-52, 204 separate licences were granted. The figure excludes 
variations or extensions of licences. 

The total comprises : — 

85 men and 72 women granted licence once. 

8 men and 1 1 women granted licence twice. 

3 women granted licence three times. 

In all, 179 patients were involved. Of these 75 (42 per cent.) have, so far, been 
discharged. 

18. Over the whole period the number of licences granted to men and women were 
equal, but : — 

(а) Under the age of 30 : — 

Males represent 62 per cent, of licences granted. 

Women represent 38 per cent, of licences granted. 

(б) Over the age of 30 : — 

Males represent 29 per cent, of licences granted. 

Women represent 71 per cent, of licences granted. 



19. These differences are not caused by difficulties in finding suitable placements. 
The disparity is due, in part, to the presence of women aged 50 years or more, 
comprising 18 per cent, of the total, who were granted licence over the age of 30. 
Generally, these women do not represent potential discharge cases and contribute to 
a less favourable licence and discharge rate. Their inclusion does not, in itself, 
explain the marked shift of emphasis which occurred from men to women over the 
age of 30, but this may be partly due to the particular constitution of the hospital 
population at the time. 

20. The larger figures for 1953 and 1954 reflect a certain development of existing 
outlook and policy. It also coincides with the full integration of the clinical psycholo- 
gists in the work of the hospital. Although the numbers increased, the safeguards 
adopted against anti-social conduct have, if anything, been strengthened. Each 
patient now undergoes a detailed psychiatric and psychological assessment directed 
specifically to the advisability of granting licence. 
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Comments on Table 1(a) 

21. The length of the patients’ stay in this hospital before licence was granted for 
the first time is analysed in this table. It comprises 117 of the 204 licences shown in 
Table I. 

22. The average length of stay for all patients during the period 1949-1952 was 
9 ■ 5 years, but this figure is unduly influenced by the relatively large number of patients 
who were licenced for the first time after being here ten years or more. They represent 
36 per cent, of the men and 40 per cent, of the women. It is reasonable to exclude 
this group from further consideration at this stage. During the period concerned it 
was, for the first time, considered practicable to place out a number of patients into 
sheltered employment who had been regarded in the past as only suitable for 
custodial care. 

23. If these are excluded and only those sent out for the first time in less than ten 
years are considered, then the average length of stay is reduced from 9-5 to 3-9 years. 
No firm conclusion can be drawn from these figures, representing, as they do, a 
relatively small and heterogeneous sample. 

24. An analysis of the results achieved in the training school (Appendix I), where 
there is a comparatively homogeneous population, does suggest that the trend indicated 
by these figures is probably a true reflection of the situation, and that with appropriate 
training the length of institutional care necessary in a mental deficiency hospital can 
be significantly decreased. 



Table II. Progress of patients licensed 1949-1952 
TOTAL NUMBER OF LICENCES 204 (Men 101 : Women 103) 



TIME 


PATIENTS 


Discharged 


To 

Guardianship 


Withdrawn 


Remaining 
on Licence 




M 


F 


M 


F 


M 


F 


M 


F 


1st month 


— 


— 


_ _ 


3 


3 


98 


100 


2nd month 


— 


- 


- 


- 


i 


7 


97 


93 


3rd month 


— 


- 


- 


- 


1 


5 


96 


88 


6th month 


— 1 


- 


- 


3 


8 


93 


79 


9th month 


I 4 


- 


- 


3 


8 


89 


67 


1st year 


1 


4 


- 


- 


6 


4 


82 


59 


2nd year 


7 


14 


1 ~ 


10 


6 


64 


39 


3rd year 


25 


9 


1 


- 


8 


5 


30 


25 


4th year 


6 


— 


1 


- 


1 


— 


22 


25 


5th year 


2 


1 


- 


— 


1 




19 


23 


6th year 


— 


— 


- 


— . 


— 


— 


19 


23 


TOTAL ... 


75 


3 


84 


42 
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Comments on Table II 

Recall to hospital 

25. Since the table refers to the total number of licences and includes patients 
licenced on a second or subsequent occasion, in addition to those granted for the 
first time, there are fewer individuals involved than the total number of licences granted. 

Of 103 chances on licence granted to women, 47 were withdrawn. 

Of 101 chances on licence granted to men, 37 were withdrawn. 

These do not necessarily represent licence failures through social breakdown (see 
Table III). 

26. Within the first nine months of licence : — 

One-quarter of the women who will ultimately have to be withdrawn have not 
yet failed. 

Three-quarters of the men who will ultimately have to be withdrawn have not 
yet failed. 

After two years on licence : — 

One-fifth of all withdrawals necessary were made. 

27. The few cases shown as being transferred from licence to guardianship suggest 
that as a method of disposal of the lower grade patient on licence it has its limitations. 
The patient who remains on licence has the full facilities of the hospital at his 
immediate disposal without further legal formalities. 



Table 11(a). Withdrawals from licence according to age groups 



AGE 


16-20 


21-25 


26-30 


31-50 


50 + 


TOTAL 


SEX 


M F 


M F 


M F 


M F 


M&F 


Licences granted ... 

Number of with- 
drawals 

Percentages of licen- 
ces granted 


24 11 


29 20 


23 16 


25 45 


ii 


204 


7 8 


10 8 


11 5 


9 24 


2 


84 


29 73 


34 40 


48 31 


36 53 


18 


41 



Comments on Table 11(a) 

28. In this table those cases who had to be recalled are shown in their various age- 
groups. 

Age group 16 to 20 

The women have a high failure rate — two out of every three. 

Men of this age do better-one out of every three or four. 

Age group 21 to 25 

The failure rates are appreciably the same — one out of every two or three. 

Age group 26 to 30 

Because most of those who will be successful have been discharged before 
reaching the age of 26, the failure rate for men is now high — one out of every two. 
The failure rate for women is one out of every three. 

Age group 31 to 50+ 

The tendency noted in the previous group is still seen in the case of men, and 
is more marked for the women. 
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Comments on Table 11(b) 

Still on licence 

29. This is further considered in Table IV and Table IV(a). 

30. While the total number of men and women included in the original sample 
1949-1952 who remain on licence four years later show no marked differences between 
the sexes, if the total period of hospital supervision, i.e. the length of stay at Monyhull, 
plus the period on licence, is considered, the following facts emerge. 

31 . Of those who ultimately do obtain their discharge 

Seventy-six per cent, of the men have been discharged after less than 12 years 
of such supervision. 

Fifty-eight per cent, of the women have been discharged after less than 12 
years of such supervision. 

Of the 75 discharges shown : — 

Sixty-nine made a satisfactory adjustment. (Of these four were discharged at 
the age of 21.) 

Five were discharged by operation of law, not being available for statutory 
review. 

One died. 

32. While more or less definite criteria exist for certification, as they represent social 
incapacity of one or another kind, no such clear-cut lines can be drawn when 
considering patients for discharge, because there is no definite standard for successful 
social adaptation. While social incompetence, as shown by lower-grade defectives, may 
be an obvious bar to discharge unless they have friends or relatives who can afford 
them the same care which they receive in hospital, in the case of the high-grade 
defective the position is quite different. They may show relative social incompetence 
in anti-social behaviour and the assumption that this is due entirely to their mental 
subnormality can be drawn only too easily. The same factors which result in anti- 
social conduct in normals may be operative in these cases, and certain high-grade 
defectives may be able to learn their lesson in the same way as others whose intelligence 
is normal. 

33. While the definition of successful rehabilitation of a defective warranting dis- 
charge remains difficult, it is suggested that these patients should show an ability to 
survive adequately in the environment in which the patient and his friends and relatives 
live, and that due consideration should be given to his cultural background. 

34. Insistence on discharge in every possible case at the earliest opportunity is not 
always of service to the patient. Most high-grade sub-normals have a definite sense of 
inferiority, however much they may seek to cover it. The security which being under 
authority affords is a powerful factor in their social stabilisation, however much they 
may deny it. 

35. At Monyhull we have seen this repeatedly with older patients, who, after a 
long period of stable behaviour on licence, went through a very disturbed period 
following their discharge. In the case of women, they sometimes threw up jobs where 
they had been for a long time and where they could have had a home for fife had they 
wished it. The value of voluntary supervision following discharge in these cases 
appears to be debatable, and with patients in the lower feeble-minded range, whose 
social ability is marginal, it is sometimes open to doubt whether they have been 
rendered a real service by recommending their discharge. 

36. On the other hand, there are patients whose social adjustment is hindered by 
the very knowledge of their status under the Mental Deficiency Acts. In these cases 
discharge has been recommended as a therapeutic measure. 
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Table 11(c). Proportions of discharges and withdrawals on licences (percentages) 

(N = 159) 





N 


DISCHARGES 


WITHDRAWALS 




M 


F 


M 


F 


1st licence 


86 


55% 


39% 


45% 


61% 






49% 


51% 


2nd licence 


38 


60% 


48% 


40% 


52% 






53% 


47% 


3rd licence 


13 


33% 


43% 


66% 


57% 






38% 


62% 


4th and more licences 


22 


33% 


37% 


66% 


63% 






36% 


64% 



Note— Forty-two patients still on licence and three guardianship cases are excluded from 
this table which considers only the 75 discharged and 84 withdrawn patients. 



Comments on Table n(c) 

37. Even though the majority of cases discharged are either from first or second 
licences, there still remain an appreciable number (13 out of 75) who obtain their 
discharge after three or more attempts on licence. While the recall figures may be 
high, it is dear that previous failures do not preclude the possibility of ultimate success 
and discharge from the Acts. Licence should therefore be regarded as a phase in the 
resocialisation of the patient, and not merely as a method of disposal from the hospital. 

38. Further examination of the influence which pre-admission history, personality 
and age factors had on patients who went on licence might help to a clearer under- 
standing of these problems, and this work is now being carried out. 
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Table III. Reasons for withdrawals, 1949-1952 







M 


F 


TOTAL 


I. Character defects : 










(a) Personal inadequacy or instability 


8 


12 


20 


(b) Absconding 




4 


3 


7 


(c) Pregnancy 




— 






(d) Undue attachment to opposite sex 


1 






(e) Criminal offences 




7 


— 


7 


(/) Psychosis 




2 


2 


4 




55% 


22 


24 


46 


II. Environmental factors : 










(a) Licence not affording adequate support 


3 


— 


3 


(b) Licencee no longer able to supervise 


2 


3 




(c) Unsympathetic licencee 


2 


3 




(i d ) Returned by parents or licencee 


3 




6 


(i?) Other adverse factors 


1 








24% 


11 


9 


20 


III. Work factors : 










(a) Unsatisfactory worker 


3 


9 


12 




14% 


3 


9 


12 


IV. Miscellaneous : 










(a) Poor health 




1 


5 


6 




7% 


1 


5 


6 




TOTALS 100% 


37 


47 


84 



Comments on Table III 

39. The reasons for 84 separate withdrawals are considered in this table. It would 
be impracticable, in the time available, to write an individual account of each case, 
and by classifying them as has been done, the underlying causes are more clearly 
demonstrated. Even so, few cases fall entirely within any one category, and each one 
has been listed under the principal reason for recall. 

40. The reasons for recall are shown under four headings, which are self-explanatory. 
1(e) Criminal offences 

41 . Seven men, no women, were recalled for the following reasons : — 

One for forgery. He forged an entry in his Post Office Book under pressure 
from his “ normal ” brother. He was subsequently placed out on licence in 
lodgings and is making satisfactory progress. 

One for indecent assault. He was an imbecile who had been on licence for 
two years and eight months. On recall there were psychotic features present and 
he required certification under the Lunacy and Mental Treatment Acts five months 
later. 

Three for larceny. Two had stolen a bicycle. One had stolen from his fellow 
lodger. He subsequently made a satisfactory adjustment on licence and was 
discharged. 
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One for breaking and entering. He was successful on licence for 17 months 
until he became redundant. He drifted into his previous way of life. He has 
now made sufficient progress on daily licence to be currently considered for full 
licence. 

One for being drunk and disorderly. He was discharged on his third licence 
and has since joined the Royal Marines. 



11(e) Other adverse factors 

42. Included under this heading are factors which made the problem of adaptation 
more difficult than it need have been. For instance, the presence of children or aged 
relatives in the house, inter-personal difficulties with fellow employees, unnecessary 
“ rubbing in ” by others of the fact that the patient was on licence from Monyhull. 



Failed licence 



43. Failed licences are the subject of an investigation started at Monyhull in 
January, 1954, and which is still in progress. Each failure is assessed independently 
by three raters (psychiatrist, psychologist, and the officer of the local health authority 
who actually supervised the patient on licence), and an attempt is made to evaluate 
the relative factors associated with the failure (Appendix II) 



44. In the so far small but, as we believe, probably not atypical sample of 28 failures 
the contribution of the relevant factors were : — 

I. Temperamental factors 41 per cent. 

II. Lack of maturity 



III. Environmental factors 

IV. Innate lack of intelligence 
V. Inadequacy at work 



24 per cent. 
17 per cent. 
1 1 per cent. 
7 per cent. 



45. It will be seen that personality factors (i.e., Categories I and IT) have been 
judged responsible for the majority of the breakdowns, and that environmental factors 
are a poor second. These conclusions, tentative though they are, are generally 
consistent with the findings shown in Table III. 8 y 



small contribution which simple lack of intelligence makes to failure reflects 
‘ he st !°. n S ollmcaI .impression of this fact. At Monyhull it has been 
lound that m certain cases patients whose intelligence quotients lie appreciably below 

sonVtv of lea '? n ®. the h? s P, ltal and ultimately of surviving independently in 

society without the protection afforded by the M.D. Acts. 



Table IV. Reasons for remaining on licence after expiry of two years oil licence 



Remaining on licence after end of second year 


M 


F 


TOTAL 


64 


39 


103 


(a) Stable but unable to survive independently 


8 


8 


16 


(b) Gradually stabilising 


40 


14 


54 


(c) High age 


— 


7 


7 


(d) Physical disability 


4 


3 


7 


(e) Unstable and unable to survive independently 


9 


6 


15 


(/) Imbecile 


3 


1 


4 
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Table IV(a). Reasons for remaining on licence in January, 1955 





M 


F 


TOTAL 


Remaining on licence at present time 


19 


23 


42 


(a) Stable but unable to survive independently 


6 


8 


14 


( b ) Gradually stabilising 


3 


4 


7 


(c) High age 


- 


7 


7 


(d) Physical disability 


3 


- 


3 


(e) Unstable and unable to survive independently ... 


5 


4 


9 


(/) Imbecile 


2 


— 


2 



Comments on Table TV and Table IV(a) 

47. Sixty-four men and 39 women spent over two years on licence. The reasons 
for this are analysed in Table IV. 

48. Just over half the patients who have spent over two years on licence are shown 
as gradually stabilising. For the most part these patients were retained on licence 
because, although they showed an improvement in social adjustment, it was considered 
that they were not yet ready for discharge. 

49. In this category there are also a certain number of patients who are fit and who 
will be discharged after two years on licence, but due to the inevitable administrative 
delay in the procedure under H.M.C. (49) 8, had not received formal notification of 
discharge until after their second anniversary on licence. 

50. Due to particularly favourable local conditions, it has been possible to place 
certain older women on licence for the first time relatively late in life. They have by 
then no friends or relations to whom they can turn and the licencee is unable to accept 
the extra responsibilities entailed in guardianship. 

51. The four imbeciles remaining on licence do so at the request of their relatives 
and friends with whom they are living. That they will eventually return to the 
hospital is virtually certain (Table II and Table IV(a)). 

52. The disposal of the 103 patients considered in Table IV is shown in the lower 
part of Table II. Table IV(a) shows the position reached on January 1st, 1955. 
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Summary 

(1) It must be emphasized that these findings apply with certainty only to the results 
of this particular analysis. The nature and size of this sample does not lend itself to 
statistical treatment and extreme caution must be exercised in attempting to make 
generalisations based on these figures, although they are in conformity with general 
experience in this hospital. 

(2) Seventy-five (42 per cent.) out of 179 patients who had a total of 204 trials on 
licence have, so far, been discharged (paragraph 17). 

(3) Nine months on licence was an insufficient time in which to judge whether these 
defectives are likely to succeed (paragraph 26). 

(4) One-fifth of all withdrawals occurred after more than two years on licence 
(paragraph 26). 

After a similar period on licence 32 patients had been discharged, but a further 42 
(if one death is excluded) were discharged subsequently. 

Any suggestion that a final decision could be made automatically after two years on 
licence could not be justified (Table II). 

(5) If, for the protection of patients, a mandatory review after a period on licence 
is advisable, although this survey fails to show any particular reason for it, two years 
would appear to be a convenient period. 

(6) Provided that the patients are regularly reviewed, there should be provision for 
an indefinite continuation of licence (Table II). 

Note : This memorandum was prepared for submission at very short notice. Its 
preparation involved considerable detailed work by my medical colleagues and 
members of the Psychological Department of the Hospital, to whom 1 wish to express 
my grateful appreciation. 
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Appendix I. Young Men’s Home (Training School) 

{Referred to in paragraph 24) 

The young men’s home (58 beds) is a representative sample of the feeble-minded youth 
admitted to Monyhull. The present population has an average intelligence quotient of 64 
and some of the patients have intelligence quotients as low as 39. 

During the last 2 years 10 months, 53 patients from this home have been sent on daily licence. 

Though the average training period was in the neighbourhood of four years at the beginning 
of the training scheme, it has been possible to decrease training to an average of 15 months. 



Average length of training time during three years 





Number of new 
daily workers 


Average interval 
between admission 
and first daily work 


Subsequent 

licences 


1952 


17 


4 years 


13 


1953 


10 


21 years 


7 


1954 (10 months) ... 


26 


11 years 


8 




53 




28 



In some cases a short training and rehabilitation period of no more than four or live months 
is required, and more than a quarter of these 53 patients were tried out on daily work in less 
than one year after admission. 

Twenty-eight of these young men have subsequently gone on full licence and it should he noted 
that it was already possible to place on full licence 31 per cent, of the men who had gone out to 
daily work first time this year. 

The average intelligence quotient (Wechsler Full) of the patients sent to daily work was 
69 and among them were men with intelligence quotients as low as 33 and 38 who were fully 
and successfully employed. 

The following table gives the distribution of Wechsler Verbal and Full intelligence quotients 
and indicates the wide range of intelligence level which can still be employed commercially. 



Distribution of intelligence quotients of 53 young men 
(Training School — Daily Work) 





Verbal i.Q. 


Full l.Q. 


Up to 49 


2 


3 


50 to 59 


7 


9 


60 to 69 


24 


15 


70 to 79 


13 


16 


80 to 89 


7 


9 


90 upwards 


0 


1 




53 


53 


Mean intelligence quotient 


67 


69 
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Appendix II. Form for assessment of failed licences 
(. Referred to in paragraph 43) 

MONYHULL HALL 
FAILED LICENCE 

NAME : Age : 

Date of birth : Period of licence : 

Type of last employment : 

Reason for failure : 

Name of rater : 

The following five aspects may have considerable bearing on failure on licence. Please 
give a considered opinion — based on observation and reports — on each aspect : 

I. Temperament and character : 

Drive : 

Control : 

Temperament : 

Stability : 

Do you consider that pronounced temperamental and character shortcomings contributed 
substantially to failure in this case ? 



II. Maturity. 

Social maturity : 

Does (s)he accept some responsibility at home/lodgings ? 

Has (s)he any friends ? 

His (her) leisure time activities are ? 

Is (s)he interested in events outside his (her) immediate circle ? 

Does (s)he save voluntarily ? 

Has (s)he some fairly reasonable plans for the future ? 

Emotional maturity : 

Relationship to — people at home is : 

people at work 

employer 

opposite sex 

Does (s)he listen to advice and take notice of it ? 

Bearing these points in mind do you consider that “ Lack of Maturity ” was substantially 
involved in his/her failure ? 
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III. Intelligence : 

High-grade Imb— Low Gr. F.M.— Med. F.M. — High Gr. JF.M. with little— good- 
common sense in day-to-day affairs. 

Do you consider that limitation of intelligence apart from other factors substantially 
contributed to failure ? 



IV. Work 

Indifferent — average — good worker — steady — moody. 

Unable to keep up the standard for any length of time. 

Lacks perseverance and needs prodding. 

Unreliable and needs supervision. 

Generally speaking has the work been suitable ? 

Do you consider that inadequate application to work or inability to do the required 
work contributed substantially to failure ? 




V. Environmental factors : 

Were there any environmental factors at work which made it more difficult to succeed 
e.g., hostile workmates, “ nagging ” by people in charge, etc. ? Please specify : 

Were there any environmental factors in his/her surroundings which made it more 
difficult to succeed, e.g., children in the home, competition with brothers or sisters 
demands by landlady, etc. ? Please specify : 



On the whole do you consider that unfavourable environmental support contributed 
markedly to failure ? 




11 ait live aspcuis wnuiDuiea equally, give mem each a weight of two; e.g., if you think the 
™ r L wa i, en J. ir ??, u . nsu .; able -' a "i the demands of the landlady aggravated the situation 
considerably but that otherwise (s)he may have done well, you might feel that giving four 
points to work, three to emotional factors and the other three between each of the remaining 
factors represents a fair picture of this particular failure. 



Temperament and character : 
Maturity : 

Intelligence : 

Further remarks : 



Work : 

Environmental 

Factors 



Date : . 



(4792) Wt. 2991/1 K5 1/57 Hw. 
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